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Many  Adult  Children  of  Alcoholics  (ACOAs)  are  apparently 
well-functioning,  but  are  really  at  risk  for  interpersonal 
problems.   Family  rituals  (i.e.,  regularly  conducted  family 
activities)  help  diminish  the  negative  impacts  of  having 
lived  in  a  family  with  a  parent  alcoholic.   Therefore, 
Positive  Ritualistic  Behavior  Training  (PRBT)  was  proposed  to 
improve  ACOA's  identity  (self-differentiation)  and  life 
satisfaction,  and  reduce  anxiety. 

The  subjects  were  25  volunteer,  self-identified, 
apparently  well-functioning,  young  and  midlife  ACOAs.   A   pre- 
post  nonequivalent  control  group  design  (with  follow-up  for  the 
experimental  group  only)  was  used;  13  in  the  experimental  group 
and  12  in  the  control  group.   Positive  Ritualistic  Behavior 
Training  was  psychoeducational  in  nature,  and  presented  as 
2-hour  group  sessions,  once  per  week  for  9  weeks.   The 

x 


experimental  group  was  assessed  at  3  months  for  follow-up.   The 
Personal  Authority  in  the  Family  System  Questionnaire  (PASFQ-C) 
assessed  identity  (i.e.,  aspects  of  differentiation),  the  Self- 
Evaluation  Questionnaire  (SEQ)  assessed  anxiety,  and  the  Life 
Satisfaction  Scale  (LSS)  assessed  life  satisfaction.   The 
Ritual  Practice  Form  (RPF)  assessed  commitment  to  ritual 
practice  for  the  experimental  group. 

Treatment  effects  for  the  PASFQ-C,  SEQ,  and  LSS  subscale 
means  were  analyzed  through  analyses  of  covariance,  with  the 
pretests  as  covariates,  and  repeated  measures  analyses  of 
variance  across  occasions  for  the  experimental  group.   Duncan's 
Multiple  Range  Test  was  used  for  post  hoc  comparisons.   Standard 
item  data  were  computed  for  the  RPF. 

In  16  separate  analyses  of  covariance  at  alpha  level  of 
.05,  a  statistically  significant  treatment  effect  was  found  only 
for  the  LSS  Control  subscale.   For  the  experimental  group  only, 
significant  differences  across  occasions  from  pretest  to  3-month 
follow-up  were  found  for  the  PAFSQ-C  Personal  Authority,  SEQ 
Current  Anxiety,  and  LSS  Hope  for  the  Future  and  Personal 
Control  subscales . 

It  was  concluded  that  counselors  should  not  use  PRBT  with 
expectation  of  immediate  benefits.   However,  at    follow-up, 
some  aspects  of  identity,  anxiety,  and  life  satisfaction  had 
improved.   It  was  recommended  that  (a)  PRBT  be  modified  to 
determine  if  immediate  results  can  be  achieved,  (b)  longer  term 
follow-up  assessments  be  made,  and  (c)  other  outcome  measures 
be  used. 
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CHAPTER  I 
INTRODUCTION 

An  unacknowledged  trauma  is  like  a  wound  that  never 
heals  over  and  may  start  to  bleed  again  at  any  time.   In 
a  supportive  environment  the  wound  can  become  visible 
and  finally  heal  completely.  (Miller,  1984,  p.  182) 

Millions  of  children  in  America  are  invisibly  "wounded" 
as  a  result  of  being  raised  in  families  where  one  or  both 
parents  were  alcoholics  or  problem  drinkers.   These 
unacknowledged,  psychological  "traumas"  inhibit  normal 
intrapersonal  and  interpersonal  development.   Thus,  children 
raised  in  traumatic,  dysfunctional,  alcohol-affected 
environments  grow  up  believing  that  what  mental  health 
professionals  define  as  abnormal  feelings,  thoughts,  and 
relationships  are  normal. 

Using  1985  census  figures,  Kinney  and  Leaton  (1987) 
estimated  that  20.4  million  people  have  a  drinking  problem. 
"For  every  person  with  an  alcohol  problem,  it  is  estimated 
that  four  family  members  are  directly  affected.   Thus, 
approximately  81.6  million  family  members  are  touched  by 
alcohol  problems"  (Kinney  &  Leaton,  1987,  p.  22).   Snubby 
(1990)  and  Rivinus  (1991)  estimated  that  between  28  and  30 
million  children  are  negatively  impacted  as  a  direct  result 
of  parental  drinking.   Relatedly,  Sussman  and  Smith  (1992) 
estimated  there  are  14-17  million  adult  children  of 
alcoholics  in  the  United  States. 


If  there  is  "good  news"  in  this  situation  it  is  that 

people  are  becoming  more  aware  of  problems  caused  by  parental 

drinking.   According  to  national  public  opinion  polls  from 

1972  through  1984,  increasing  numbers  of  people  were 

reporting  alcohol-related  problems  in  their  immediate  family. 

In  1972,  the  figure  was  less  than  1  out  of  every  10 
people  ([approximately]  12%).   In  1978,  1  in  4 
( [approximately]  24%) ,  said  that  an  alcohol  problem  had 
adversely  affected  his  or  her  family  life.   In  1983, 
that  figure  rose  to  1  out  of  every  3.   And  1  year  later 
in  1984,  the  figure  reported  by  a  Karris  poll  was  that 
38%  of  all  households  reported  being  beset  by  alcohol 
problems.   (Kinney  &  Leaton,  1987,  p.  23) 

However,  as  children  grow  to  be  young  adults  leaving 

home,  many  believe  they  are  no  longer  seriously  affected  by 

alcohol-related  problems  previously  experienced  in  their  home 

environments.   More  likely,  they  have  become  adult  children 

of  alcoholics  (ACOAs),  a  group  of  people  known  to  have  many 

intrapersonal  and  interpersonal  problems  (Ackerman,  1986; 

Assur,  Jackson,  &  Muncy,  1987;  Berenson,  1976;  Black,  1979, 

1981,  1986;  Booz-Allen  &  Hamilton,  1974;  Bradley  &  Schneider, 

1990;  Deutsch,  1982;  Finley,  1983;  Giglio  &  Kaufman,  1990; 

Kinney  &  Leaton,  1987;  Knoblauch,  1990;  Lawson,  Peterson,  & 

Lawson,  1983;  Richards,  1989;  Ryan,  1991;  Snubby,  1990; 

Steinglass,  Bennett,  Wolin,   &  Reiss,  1987;  Tweed  &  Ryff, 

1991;  Wegscheider,  1981;  Woititz,  1983,  1985)  .   Problems 

first  experienced  as  children  in  alcohol-affected  home 

environments  often  result  in  predictable  patterns  and 

behaviors  in  later-life  situations  (Bennett,  Wolin,  Reiss,  & 

Teitelbaum,  1987;  Berenson,  1976:  Lipman,  1990;  McCown, 
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Carise,  &  Johnson,  1991;  Rivinus,  1991;  Rubio-Stipec  et  al., 
1991;  Snubby,  1990;  Wilson  &  Blocker,  1990) .   Patterns 
exhibited  by  ACOAs  include  obvious  behaviors  such  as  problem 
drinking  or  substance  abuse,  as  well  as  less  obvious 
behaviors  such  as  anxiety,  depression,  denial,  physical 
complaints,  identity  confusion,  reduced  job  performance, 
trouble  in  task  completion,  continual  self-criticism,  shame, 
difficulty  having  fun,  impulsivity,  low  self-esteem, 
problematic  relationships,  and  difficulty  with  intimacy 
(Ackerman,  1986;  Berenson,  1976;  Berkowitz  &  Perkins,  1988; 
Black,  1979;  1981;  Cermak  &  Rosenfeld,  1987;  Deutsch,  1982; 
Giglio  &  Kaufman,  1990;  Haack  &  Alim,  1991;  Kinney  &  Leaton, 
1987;  Lawson  et  al.,  1983;  Lipman,  1990;  Nathanson,  1987; 
Perkins  &  Berkowitz,  1991;  Richards,  1989;  Rivinus,  1991; 
Rosenthal,  T.  L .  ,  Miller,  S.  T.,  Rosenthal,  R.  H.,  &  Shadish, 
W.  R.,  1991;  Ryan,  1991;  Snubby,  1990;  Wallace,  1990; 
Wegscheider,  1981;  Woititz,  1983,  1985) . 

Although  some  ACOAs  become  well-functioning  adults,  many 
do  not  (Goodman,  1987;  Werner,  1986) .   Moreover,  the 
incidence  of  problems  is  difficult  to  discern  because  most 
ACOAs  initially  exhibit  less  obvious,  disguised  symptomology . 
For  example,  college  students  and  young  professionals  often 
give  the  appearance  of  performing  well  in  academic, 
occupational,  familial,  and  social  roles,  but  are  in  reality 
experiencing  intense  intrapsychic  pain  and  problematic 
interpersonal  relationships  (Balis,  1986) .   Denied,  hidden, 
and  disguised  psychological  problems  eventually  manifest 


themselves  in  behaviors  such  as  deteriorated  job  or  school 
performance,  increased  anxiety  and  depression,  decreased 
self-esteem,  increased  obsessive  compulsive  activity,  avoided 
intimacy,  increased  physical  illnesses  and  psychosomatic 
complaints,  and  increased  emotionally  or  physically  abusive 
relationships  (Ackerman,  1986;  Assur,  Jackson,  &  Muncy,  1987; 
Berkowicz  &  Perkins,  1988;  Black,  1979,  1981,  1986;  Finley, 
1983;  Friedman,  1985,  1991;  Giglio  &  Kaufman,  1990;  Haack  & 
Alim,  1991;  Harman,  1991;  Kinney  &  Leaton,  1987;  Lawson  et 
al.,  1983;  Lipman,  1990;  McCown,  Carise,  &  Johnson,  1991; 
Richards,  1989;  Rivinus,  1991;  Schumrum  &  Hartman,  1988; 
Snubby,  1990;  Somers,  1988;  Tweed  &  Ryff,  1991;  Wegscheider, 
1981;  Woititz,  1983,  1985) . 

Correct  assessment  of  ACOA's  problem  origin  is  further 
complicated  by  the  fact  that  many  ACOAs  actually  do  function 
very  well  in  some  roles,  e.g.,  academic  areas,  but 
considerably  less  well  in  other  roles,  e.g.,  interpersonal 
relationships.   The  imbalance  in  functioning  leads  to  more 
and  more  problematic  behavior  patterns.   Unfortunately, 
apparently  well-functioning,  or  partially  well-functioning 
ACOAs  seldom  link  current  problematic  patterns  to 
dysfunctional  patterns  connected  with  parental  drinking. 

A  serious  consequence  of  this  lack  of  awareness  is  that 
many  ACOAs  suffering  from  disguised  symptomology  exhibit 
undisguised  symptoms  in  midlife,  e.g.,  chronic  depression, 
poor  physical  health,  compulsive  work  habits,  addictive 
behaviors,  and  repetitive  problematic  relationships.   Another 


consequence  is  that  many  ACOAs  also  exhibit  more 
dysfunctional  role  performance  in  midlife.   More  role 
dysfunction  is  evident  when  ACOAs  find  themselves  in  current 
roles  that  replicate  dysfunctional  roles  held  in  the  families 
in  which  they  were  raised,  despite  attempts  to  change  those 
roles  (Berenson,  1976;  Crawford  &  Phyfer,  1988;  Giglio  & 
Kaufman,  1990;  Potter  &  Williams,  1991;  Snubby,  1990; 
Wegscheider,  1981;  Woititz,  1988)  .   Some  ACOAs  switch 
dysfunctional  roles,  e.g.,  from  the  serious,  responsible 
person  to  the  irresponsible,  frivolous  person.   Others 
inexplicably  find  themselves  in  roles  that  support  or 
inadvertently  encourage  substance  abuse  behaviors  in  others 
(Bennett  et  al.,  1987;  Berenson,  1976;  Steinglass  et  al., 
1987) .   Therefore,  because  of  their  childhood  environments, 
ACOAs  tend  to  have  more  individual  problems  and  more 
dysfunctional  relationships  than  children  who  were  raised  in 
healthy,  normal  environments  (Bennett  et  al.,  1987;  3erenson, 
1976;  Black,  1979,  1981,  1986;  Bradley  &  Schneider,  1990; 
Deutsch,  1982;  Finley,  1983;  Giglio  &  Kaufman,  1990;  Hibbard, 
1987;  Knoblauch,  1990;  Lawson  et  al.,  1983;  Lerner,  1989; 
Protinsky  &  Ecker,  1990;  Ryan,  1991;  Rubio-Stipec  et  al., 
1991;  Snubby,  1990;  Tharinger  &  Koranek,  1988;  Wegscheider, 
1981;  Wilson  &  Blocker,  1990;  Woititz,  1983,  1985) . 

Overview 
Young  adults  engage  in  at  least  three  primary  activities 
during  normal  development:   (a)  identity  formation, 
(b)  relationship  formation  with  peers,  family  of  origin 


members,  and  persons  outside  -heir  original  families,  and 
(c)  anxiety  management  as  "differentiated,"  i.e., 
individuated,  self-regulated,  and  nonanxious  persons  (Adler, 
1985;  Bowen,  1976,  1978;  Carter  &  McGoldrick,  1980;  Friedman, 
1985,  1991;  Garner  &  Garfinkel,  1985;  Haley,  1980;  Hansen  & 
L'Abate,  1982;  Horner,  1984;  Horney,  1950;  Johnson  &  Connors, 
1987;  Kerr,  1981,  1988;  Kerr  &  Bowen,  1988;  Miller,  1981; 
Papero,  1990;  Protinsky  &  Ecker,  1990;  White  &  Weiner,  1986)  . 
Unfortunately,  because  of  the  difficulties  they  experienced 
as  children  in  homes  with  alcoholic  parents,  ACOAs  have  had 
greater  proportions  of  problems  connected  with  these 
interrelated  primary  developmental  activities  (Bowen,  1976, 
1978;  Deutsch,  1982;  Friedman,  1991;  Giglio  &  Kaufman,  1990; 
Haack  &  Alim,  1991;  Kerr,  1981,  1988;  Kinney  &  Leaton,  1987; 
Lawson  et  al.,  1983;  Papero,  1990;  Perkins  &  Berkowitz,  1991; 
Protinsky  &  Ecker,  1990;  Rivinus,  1991;  Rubio-Stipec  et  al., 
1991;  Ryan,  1991;  Snubby,  1990;  Steingiass  et  al.,  1987; 
Tweed  &  Ryff,  1991;  Wilson  &  Blocker,  1990;  Wegscheider, 
1981;  Woititz,  1983,  1985)  . 

Many  ACOAs  have  fragmented  identities,  problematic 
interpersonal  relationships,  and  abnormal  anxiety  reactions 
to  normal  developmental  transitions.   For  example,  some  fail 
to  leave  home  (differentiate)  either  physically  or 
emotionally,  while  others  leave  home  abruptly  or  suddenly 
distance  themselves  physically  and  emotionally  from  the 
families  in  which  they  were  raised.   Lacking  basic  identities 
separate  from  their  parents'  identities,  and  anxiouslv 


reacting  to  events  rather  than  taking  charge  of  their  lives, 

ACOAs  are  prone  to  be  part  of  groups  that  have  dysfunctional 

behaviors  and  patterns  that  are  either  very  similar  to  or  the 

opposite  of  those  exhibited  by  their  original  families. 

Identity  Formation  in  Healthy  versus  Alcohol-Affected 
Families 

Healthy,  functional  families  encourage  children's 

identity  formation.   Individual  members  in  such  families  are 

allowed  and  encouraged  to  be  "who  they  are, "  rather  than  "who 

others  need  them  to  be"  (Ackerman,  1986;  Adler,  1985;  Bowen, 

1976,  1978;  Finley,  1983;  Friedman,  1985,  1991;  Garner  & 

Garfinkel,  1985;  Hansen  &  L'Abate,  1982;  Horner,  1984; 

Horney,  1950;  Johnson  &  Connors,  1987;  Kerr,  1981;  Kerr  & 

Bowen,  1988;  Kohut,  1977,  1985;  Miller,  1981,  1984;  Papero, 

1990;  Protinsky  &  Ecker,  1990;  von  Broembsen,  1989;  Walsh, 

1982;  Waterman,  1990;  Wegscheider,  1981;  White  &  Weiner, 

1986) .   Healthy  families  value  independence  and  prepare 

growing  children  for  leaving  home  (Bowen,  1976,  1978;  Carter 

&  McGoldrick,  1980;  Friedman,  1985,  1991;  Haley,  1980; 

Horney,  1950;  Kerr,  1981;  Kerr  &  Bowen,  1988;  Miller,  1981; 

Papero,  1990;  Protinsky  &  Ecker,  1990;  Walsh,  1982) .   They 

encourage  children  to  develop  relationships  with  peers  and 

adults  outside  the  family.   Healthy  families  appropriately 

and  productively  manage  anxiety  that  results  from  identity 

formation  and  family  developmental  change.   As  a  result, 

healthy  families  tend,  over  generations,  to  produce  children 

who  exhibit  similar  or  healthier  levels  of  functioning  than 


did  the  parents  (Bowen,  1976,  1978;  Friedman,  1985,  1991; 
Hansen  &  L'Abate,  1982;  Kerr,  1981,  1988;  Kerr  S  Bowen,  1988; 
Papero,  1990) . 

Conversely,  families  with  alcoholic  members  discourage 
identity  formation.   Individuals,  especially  children,  are 
not  allowed  to  be  "who  they  are, "  but  rather  are  expected  to 
"be  there  for  others"  (irrespective  of  their  personal  needs) . 
Alcohol-affected  families  devalue  independence  and  do  not 
prepare  (growing)  children  for  leaving  home  (Ackerman,  1986; 
Black,  1979,  1981;  Bradley  &  Schneider,  1990;  Deutsch,  1982; 
Giglio  &  Kaufman,  1990;  Lawson  et  al.,  1983;  Papero,  1990; 
Perkins  &  Berkowitz,  1991;  Protinsky  &  Ecker,  1990;  Rivinus, 
1991;  Ryan,  1991;  Snubby,  1990;  Steinglass  et  al.,  1987; 
Transeau  &  Eliot,  1990;  Wegscheider,  1981) .   These  families 
react  inappropriately  to  social  interaction  and  discourage 
children  from  developing  relationships  with  peers  and  adults 
outside  the  family.   Allowing  only  shallow  contact  with 
neighbors  and  friends,  alcohol-affected  families  often 
advocate  social  isolation.   They  are  intolerant  of  anxiety 
connected  with  identity  formation  or  interpersonal 
interaction.   As  a  result,  these  families  tend  to  yield 
children  who  exhibit  similar,  or  more  often,  less  healthy 
levels  of  functioning  than  did  the  parents  (Bowen,  1976, 
1978;  Friedman,  1985,  1991;  Hansen  &  L'Abate,  1982;  Hibbard, 
1987;  Kerr,  1981,  1988;  Kerr  &  Bowen,  1988;  Papero,  1990) . 


relationship  Formation  in  Healthy  versus  Alcohol-Af fecr.eri 
Families 

Family  role  positions,  rituals,  and  rules  are  important, 
interrelated  aspects  of  healthy  or  unhealthy  relationship 
formation  with  peers,  family  of  origin  members,  and  persons 
outside  the  family  of  origin.   They  serve  to  form  and 
reinforce  a  person's  relational  identity.   Family  roles, 
rituals,  and  rules,  also  impact  a  person's  ability  to  manage 
anxiety  associated  with  role,  ritual,  or  rule  change  (Bennett 
et  ai.,  1987;  Bennet,  Wolin,  &  Reiss,  1988;  Black,  1986; 
Bowen,  1976,  1978;  Corazzinni,  Williams,  &  Harris,  1987; 
Crawford  &  Phyfer,  1988;  Edwards  &  Zander,  1985;  Finley, 
1983;  Friedman,  1985,  1991;  Giglio  &  Kaufman,  1990;  Haack  & 
Alim,  1991;  Imber-Black,  1988,  1991,  in  press;  Imber-Black, 
Roberts,  &  Whiting,  1988;  Jacob,  Seilhamer  &  Rush,  1989; 
Kerr,  1988;  Lawson  et  al.,  1983;  Potter  &  Williams,  1991; 
Rivinus,  1991;  Steinglass  et  al.,  1987;  Wegscheider,  1981; 
Wilson  &  Blocker,  1990;  Wolin  &  Bennett,  1984;  Wolin, 
3ennett,  Noonan,  &  Teitelbaum,  1980) . 

Role  positions.   Family  role  positions  are  important 
factors  in  healthy  (or  unhealthy)  individual  identity  and 
relationship  formation  (Bennett,  Wolin,  &  Reiss,  1988;  Burk  & 
Sher,  1988;  Crawford  &  Phyfer,  1988;  Finley,  1983;  Potter  & 
Williams,  1991;  Snubby,  1990;  Wegscheider,  1981) .   Persons  in 
healthy  role  positions  are  able  to  distinguish  who  they  are 
from  what  they  do.   They  have  choice  over  which  role(s)  they 
occupy  and  generally  function  in  several  role  positions. 
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Their  roles  are  flexible  and  change  over  rime  in  accordance 
with  personal,  familial,  social  and  situational  demands. 
Anxiety  connected  with  role  change  is  kept  within  manageable 
limits  (Bowen,  1976,  1978;  Friedman,  1985,  1991;  Kerr,  1981, 
1988;  Kerr  &  Bowen,  1988;  Papero,  1990) . 

Persons  in  unhealthy  role  positions  are  unable  to 
distinguish  who  they  are  from  what  they  do  (Black,  1986; 
Finley,  1983;  Giglio  &  Kaufman,  1990;  Snubby,  1990; 
Wegscheider,  1981;  Wilson  &  Blocker,  1990).   They  have 
little,  if  any,  control  over  their  role  positions  and  tend  to 
remain  in  the  same  role  across  time  and  situations.   For 
example,  oldest  children  who  were  responsible  for  younger 
siblings  during  parental  drinking  bouts  continue  as  adults  to 
be  responsible  for  grown  siblings.   They  also  tend  to  assume 
the  responsible  person  role  with  persons  outside  the  family, 
e.g.,  spouses,  friends,  and  coworkers  (Bennett  et  al.,  1987; 
Giglio  &  Kaufman,  1990;  Wegscheider,  1981;  Wilson  &  Blocker, 
1990) .   Further,  persons  in  unhealthy  role  positions  are 
often  inflexible,  rigid,  and  particularly  resistant  to  change 
and  the  anxiety  produced  by  change.   If  role  change  does 
occur,  it  is  often  abrupt  and  either  minimal  or  extreme 
(Bowen,  1976,  1978;  Friedman,  1985,  1991;  Kerr,  1981,  1988; 
Kerr  &  Bowen,  1988;  Wegscheider,  1981) . 

Rituals .   While  role  position  and  rule  transmission  from 
generation  to  generation  are  difficult  to  discern,  rituals, 
i.e.,  patterned  behaviors  that  maintain  a  family's  identity, 
are  more  easily  discerned.   Family  rituals,  including  daily 
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patterned  routines,  holiday  traditions,  and  family 
celebrations,  are  observable  behaviors.   They  help  to  define 
and  maintain  individual  and  familial  identities  and  serve  to 
stabilize  a  family's  "sense  of  self."   Members  in  families 
with  distinctive  and  defined  rituals  know  that  "this  is  the 
way  our  family  does  things"  (Bennec,  Wolin,  &  Reiss,  1988; 
Bennett  et  ai . ,  1987;  Imber-Black,  1991;  Imber-Black  & 
Roberts,  in  press;  Imber-Black  et  al.,  1988;  Rivinus,  1991; 
Sparr,  Erstling,  &  Boehnlein,  1990;  Steinglass  et  al.,  1987; 
Wolin  &  Bennett,  1984;  wolin  et  al.,  1980). 

Wolin  and  Bennett  (1984)  examined  roles  family  rituals 
played  in  developing  and  maintaining  healthy  family 
identities.   They  found  that  commitment  to  ritual  and 
adaptability  of  ritual  practice  throughout  the  family  life 
cycle  are  important  factors  for  family  identity  formation. 
They  also  noted  that  families  having  intact  rituals  tend  to 
produce  healthier  individuals;  ones  who  have  more  fully 
developed  individual  and  familial  identities,  chosen  role 
positions,  overt  rules,  and  less  personal  and  familial 
anxiety. 

In  an  effort  to  understand  the  functions  rituals  play  in 
identity  and  role  formation  in  alcohol-affected  families, 
Wolin  et  al.  (1980)  recorded  descriptive  characteristics  in 
two  types  of  alcoholic  families:   (a)  transmitter  families, 
those  found  to  have  occurrences  of  alcoholism  in  both  the 
parental  and  offspring  generations  and  (b)  nontransmitter 
families,  those  found  to  have  occurrences  of  alcoholism  only 
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in  the  parental  hierarchy.   The  researchers  identified  at 
least  one  "linking  characteristic"  between  family  rituals  and 
generation-co-generation  alcohol  abuse  transmission: 
families  able  to  protect  their  rituals  from  deleterious 
effects  of  alcohol  abuse  had  greater  chance  of  avoiding 
alcoholism  transmission  to  their  children.   Conversely, 
families  whose  rituals  were  disrupted  or  destroyed  by 
parental  drinking  had  children  who  were  more  likely  to  become 
alcoholics  (Bennett,  Wolin,  &  Reiss,  1988;  Bennett  et  al., 
1987;  Jacob,  Seilhamer,  &  Rushe,  1989;  Rivinus,  1991; 
Steinglass  et  al.,  1987;  Wolin  &  Bennett,  1984;  Wolin  et  al., 
1980)  . 

Family  ritualistic  behaviors  can  be  either  positive  or 
negative  (Imber-Elack  &  Roberts,  in  press;  Imber-Black  et 
al.,  1988;  Selvini-Palazzoli,  Boscolo,  Cecchin,  &  Prata, 
1977;  Selvini-Palazzoli  et  al.,  1978a;  Selvini-Palazzoli  et 
al . ,  1978b).   Rituals  among  families  of  ACOAs  generally  tend 
to  be  detrimental  to  the  effective  functioning  of  the  members 
of  those  families .   Families  in  which  there  is  an  alcoholic 
member  generally  have  inconsistent  or  interrupted  rituals. 
Therefore,  if  ACOAs  are  to  become  well-functioning,  negative 
ritualistic  behavior  patterns  formed  in  their  families  need 
to  be  changed  (Bennet,  Wolin,  &  Reiss,  1988;  Bennett  et  al., 
1987;  Deutsch,  1992;  Imber-Black,  1991;  Imber-Black  & 
Roberts,  in  press;  Imber-Black  et  al.,  1988;  Jacob, 
Seilhamer,  &    Rushe,  1989;  Rivinus,  1991;  Steinglass  et  al., 
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1 9 S 7 ;  Wilson  &  Blocker,  1990;  Wolin  &  Bennett,  1984;  Wolin  et 
al.,  1980)  . 

Rules .   Healthy  family  rules  support  individual  identity 

formation  and  facilitate  familial,  peer,  and  social 
interaction.   They  affect  individual  and  familial  roles 
across  generations  (Bowen,  1976,  1978;  Finley,  1983; 
Friedman,  1985,  1991;  Hansen  &  L'Abate,  1982;  Kerr,  1981; 
Kerr  &  Bowen,  1988;  Snubby,  1990;  Wegscheider,  1981) .   Family 
rules  moderate,  reduce,  or  minimize  anxiety  resulting  from 
developmental  transitions.   Functional  rules  also  maintain 
group  balance,  facilitate  verbal  and  nonverbal  communication, 
and  govern  how  members  relate  to  one  another.   Rules  may  be 
either  known  and  openly  stated  (overt)  or  known  but  unstated 
(covert) .   However,  both  overt  and  covert  rules  are 
acknowledged  and  adhered  to  by  each  family  member  (Bowen, 
1976,  1978;  Finley,  1983;  Friedman,  1985,  1991;  Hansen  & 
L'Abate,  1982;  Kerr,  1981;  Kerr  &  Brown,  1988;  Snubby,  1990) . 

In  healthy  families,  the  majority  of  rules  are  overt, 
understood  by  all,  change  according  to  developmental 
appropriateness,  and  enhance  the  quality  of  individual  and 
family  life.   Healthy  families  tolerate,  manage,  and  adjust 
to  rule  change  and  resultant  anxiety.   Their  rules  are 
flexible  and  adapt  to  individual  needs .   Developmental 
transitions  and  life  cycle  stages  serve  as  natural  markers 
for  rule  modification  and  change.   As  children  mature  and 
become  increasingly  independent,  they  join  parents  in  rule- 
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making  procedures  (Carter  &  McGoldrick,  1980;  Friedman,  1985, 
1991;  Walsh,  1982) . 

In  alcohol-affected  families,  the  majority  of  rules  are 
covert,  dictated  by  authority  figures,  rarely  understood  by 
family  members,  retained  over  time  despite  developmental 
transitions  or  inappropriateness,  and  detract  from  the 
quality  of  individual  and  family  life  (Carter  et  al.,  1990; 
Deutsch,  1982;  Finley,  1983;  Imber-Black,  1991;  Lawson  et 
al.,  1983;  Snubby,  1990;  Wegscheider,  1981;  Wilson  &  Blocker, 
1990) .   In  alcohol-affected  families,  rule  change  is 
difficult,  minimal,  and  often  unproductive.   Family  members 
experience  anxiety  and  conflict  when  rules  are  challenged, 
modified,  broken,  or  discontinued.   When  members  challenge, 
modify,  or  break  existing  rules,  family  communication 
deteriorates,  anxiety  escalates,  conflict  increases,  and  a 
"previously  stable"  family  becomes  unstable  (Bowen,  1976, 
1978;  Carter  et  al.,  1990;  Finley,  1983;  Friedman,  1985, 
1991;  Kerr,  1981,  1988;  Kerr  &  Bowen,  1988;  Lawson  et  al., 
1983;  McCown,  Carise,  &  Johnson,  1991;  Papero,  1990;  Saitoh, 
Steinglass,  &  Schuckit  (in  press);  Snubby,  1990;  Steinglass, 
1980;  Steinglass  et  al.,  1987;  Steinglass,  Davis,  &  Berenson, 
1977;  Wegscheider,  1981) .   Use  of  even  ineffective  rules 
serves  to  reduce  anxiety,  decrease  conflict,  and  rebalance 
the  family  system.   When  reinstated,  ineffective  rules 
provide  unhealthy  families  a  false  sense  of  stability  and 
become  even  more  firmly  entrenched  and  resistant  to  change 
(Bowen,  1978;  Friedman,  1985,  1991;  Kerr,  1981;  Kerr  &  Bowen, 
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1988;  Protinsky  &  Ecker,  1990;  Papero,  1990;  Saitoh, 
Steinglass,  £  Schuckit,  in  press;  Snubby,  1990;  Steinglass, 
1980;  Steinglass  et  al.,  1987;  Steinglass,  Davis,  &  Berenson, 
1977)  . 

Anxiety  Management  in  Healthy  versus  Alcohol -Affected 
Families 

Anxiety  is  a  normal  reaction  to  change.   During  periods 
of  little  stress,  neither  healthy  nor  unhealthy  families 
exhibit  undue  signs  of  anxiety.   During  periods  of  moderate 
distress,  both  may  react  very  differently  or  relatively  the 
same.   However,  if  stress,  conflict,  or  problematic  behavior 
continue  for  extended  periods  of  time,  or  reach  an  acute 
stage,  anxiety  reactions  differ  between  healthy  and  unhealthy 
families  (Bowen,  1976,  1978;  Friedman,  1985,  1991;  Hansen  & 
L'Abate,  1982;  Kerr,  1981,  1988;  Kerr  &  Bowen,  1988) .   In 
healthy  families,  stressful  times  activate  role  flexibility, 
ritual  enactment,  rule  modification,  and  identity  formation. 
Each  family  member  takes  a  role  position  that  facilitates 
both  problem  resolution  and  stress  reduction  (Friedman,  1985, 
1991;  Goodwin,  1986) .   Rituals  serve  to  act  as  cohesion 
building,  binding  forces  that  unite  family  members  and 
further  family  and  individual  identities.   Rules  become 
flexible  and  are  adapted  to  situational  needs.   In  fact, 
healthy  families  often  reach  higher  levels  of  functioning 
after  anxiety-ridden,  stressful  periods  (Bowen,  1976,  1978; 
Friedman,  1985,  1991;  Hansen  &  L'Abate,  1982;  Kerr,  1981, 
1988;  Kerr  &  Bowen,  1988;  Papero,  1990)  . 
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In  times  of  intense  stress,  alcohol-affected  families 
focus  on  anxiety  avoidance,  anxiety  reduction,  and 
reestablishment  of  former  levels  of  stability.   Problem 
resolution  is  of  secondary  importance,  if  important  at  all. 
During  stressful  periods,  (alcohol-affected)  family  members 
more  firmly  entrench  themselves  in  old  but  familiar  roles 
that  are  rigidly  defined  in  relation  to  other  family  members 
(Bowen,  1976,  1978;  Friedman,  1985,  1991;  Kerr,  1981,  1988; 
Kerr  &  Bowen,  1988;  Papero,  1990;  Saltah,  Steinglass,  & 
Schuckit  (in  press);  Steinglass,  1980;  Steinglass  et  al . , 
1987;  Steinglass,  Davis,  &  Berenson,  1977) .   Rituals  are 
disrupted  or  discontinued.   Inappropriate  rules  then  govern 
family  interaction,  and  both  covert  and  overt  rules  become 
more  inflexible  and  unadaptable  to  individual,  familial,  and 
situational  needs.   Individual  identity  is  sacrificed  for 
group  identity,  e.g.,  "one  for  all  and  all  for  one." 
Therefore,  unhealthy  families  often  restabilize  at  lower 
levels  of  functioning  after  anxiety-ridden,  stressful  periods 
(Bowen,  1976,  1978;  Friedman,  1985,  1991;  Hansen  &  L'Abate, 
1982;  Kerr,  1981,  1988;  Kerr  &  Bowen,  1988;  Papero,  1990; 
Wilson  &  Blocker,  1990) . 

The  Bowen  Theory 
This  study  is  embedded  in  the  Bowen  (1978)  theory.   The 
Bowen  (1978)  theory  evolved  from  recognition  that 
(a)  emotional  and  intellectual  identity  develops  from  within 
the  individual  and  the  social  groups  with  which  the 
individual  comes  in  contact  and  (b)  anxiety  is  produced  by 
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interpersonal  closeness  and  togetherness  forces  in  current 
and  past  relationships. 

The  Bowen  (1978)  theory  contains  eight  central 
constructs.   The  cornerstone  of  the  Bowen  theory  is  the 
construct  of  differentiation,  which  is  similar  to  autonomy, 
identity,  and  individuation.   Another  key  construct  is 
triangulation,  in  which  triangles  are  symbolic  of  lack  of 
differentiation,  which  particularly  affects  the  nature  of 
anxiety.   Of  the  remaining  six  constructs,  nuclear  family 
emotional  process  and  multigenerational  transmission  process 
are  theoretically  relevant  to  this  study. 

The  Bowen  (1978)  theory  is  well-suited  to  this  study 
because  it  provides  (a)  a  framework  for  working  with 
seemingly  healthy  and  motivated  individuals,  such  as  well- 
functioning  ACOAs;  (b)  a  philosophy  for  the  treatment,  such 
as  nonanxious  coaching  and  knowledge  of  past  interactional 
patterns;  and  (c)  guidelines  for  measuring  change,  such  as 
acknowledging  levels  of  identity  and  anxiety.   The  theory  is 
also  particularly  relevant  because  this  study  is  focused  on  a 
Bowenian  concept  that  is  empirically  testable  — 
differentiation  (i.e.,  identity,  autonomy,  or  individuation) 
and  lack  of  differentiation  (i.e.,  anxiety). 
Differentiation 

Differentiation  is  both  an  intrapsychic  and 

interpersonal  construct  (Bowen,  1976,  1978;  Friedman,  1985, 

1991;  Hansen  &  L'Abate,  1982;  Kerr,  1981;  Kerr  &  Bowen,  1988; 

Papero,  1990;  Protinsky  &  Ecker,  1990;  Transeau  &  Eliot, 
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1990) .   Intrapsychically,  differentiation  is  the  level  of 
internal  closeness  or  fusion  between  a  person's  intellectual 
and  emotional  functioning.   This  level  determines  whether 
thoughts  and  feelings,  and  eventually  actions  and 
interactions,  are  emotionally  or  intellectually  governed.   It 
is  the  "lifelong  process  of  striving  to  keep  one's  balance 
through  the  reciprocal  external  and  internal  processes  of 
self-definition  and  self-regulation"  (Friedman,  1991, 
p.  140) . 

Intrapsychic  differentiation  also  serves  to  define  a 
person's  real  (vs.  false)  identity.   Real  identity  is  "who  a 
person  chooses  to  be"  (i.e.,  how  a  person  acts)  regardless  of 
how  others  want  the  person  to  be  or  act  (Adler,  1985; 
Friedman,  1985,  1991;  Garner  &  Garfinkel,  1985;  Horner,  1984; 
Horney,  1950;  Johnson  &  Connors,  1987;  Kerr,  1981;  Kohut, 
1977,  1985;  Miller,  1981;  White  &  Weiner,  1986) .   Conversely, 
false  identity  is  the  image  (or  sets  of  behaviors)  a  person 
presents  to  others  simply  to  be  accepted  by  them  or  to 
receive  approval  from  them  (Adler,  1985;  Bowen,  1976,  1978; 
Friedman,  1985,  1991;  Garner  &  Garfinkel,  1985;  Horner,  1984; 
Horney,  1945,  1950;  Johnson  &  Connors,  1987;  Kerr,  1981;  Kerr 
&  Bowen,  1988) . 

Interpersonally,  differentiation  is  the  ability  to 
maintain  a  unique  personal  identity  while  interacting  with 
others.   Differentiated  persons  are  able  to  be  part  of  groups 
and  relationships  without  (psychologically)  fusing  with 
others.   Their  life  goals  are  independent  of  their 
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relationships.   Interpersonal  differentiation  results  in 
"living  with  independence"  rather  than  "living  together 
interdependence"  (Bowen,  1976,  1978;  Friedman,  1985,  1991; 
Hansen  &  L'Abate,  1982;  Kerr,  1981;  Kerr  &  Bowen,  1988; 
Papero,  1990;  Protinsky  &  Ecker,  1990;  Transeau  &  Eliot, 
1990)  . 

Intrapsychically,  undifferentiated  people  are 
overwhelmed  and  primarily  governed  by  their  emotional 
systems.   They  are  influenced  little,  if  at  all,  by  their 
intellectual  systems.   Responding  rigidly  to  life  situations, 
they  allow  themselves  to  be  defined  by  others  and  to  react 
anxiously,  automatically  and  emotionally  to  environmental 
stressors.   Further,  undifferentiated  people  are  often 
unaware  of  their  dysfunction  and  instability  (Bowen,  1976, 
1978;  Friedman,  1985,  1991;  Hansen  &  L'Abate,  1982;  Kerr, 
1981;  Kerr  &  Bowen,  1988;  Papero,  1988) . 

Interpersonally,  undifferentiated  individuals  operate 
from  a  fused  "togetherness  force."   Threatened  by  signs  of 
disapproval  or  rejection  from  others,  they  give  up  a  sense  of 
self  in  order  to  fit  with  their  social  group  or  family. 
Lacking  a  stable  personal  identity,  undifferentiated  persons 
gain  their  identities  from  others.   As  a  result,  they  often 
exhibit  unrealistic  senses  of  responsibility  for  others' 
well-being  and  expect  others  to  be  responsible  for  their 
well-being  (Bowen,  1976,  1978;  Deutsch,  1982;  Friedman,  1985, 
1991;  Garner  &  Garfinkel,  1985;  Hansen  &  L'Abate,  1982; 
Horney,  1945,  1950;  Johnson  &  Connors,  1987;  Kerr,  1981;  Kerr 
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&  Bowen,  1988;  Kinney  &  Leaton,  1987;  Lawson  et  al.,  1983; 
Papero,  1990;  Protinsky  &  Ecker,  1990;  Transeau  &  Eliot, 
1990;  Wegscheider,  1981;  Woititz,  1983,  1985) . 
Triangulation 

According  to  Bowen  (1978),  the  formation  of  triangles, 
i.e.,  a  type  of  relationship  pattern  among  family  members,  is 
a  natural,  everyday  interactional  occurrence.   For  example, 
when  interpersonal  stability  is  threatened,  two  functional 
individuals  automatically  operate  to  restore  balance  within 
the  relationship.   However,  theoretically,  when  interpersonal 
stability  is  overly  threatened,  a  dysfunctional  couple's 
anxiety  increases  beyond  an  acceptable  level.   At  this  point 
a  third  party  is  "triangled  in"  to  reduce  the  anxiety  in  the 
dysfunctional  (i.e.,  undifferentiated)  pair.   Thus, 
triangulation  helps  to  reduce  anxiety,  restore  a  sense  of 
balance,  and  returns  the  couple  to  an  acceptable  level  of 
functioning  (Bowen,  1976,  1978;  Friedman,  1985,  1991;  Hansen 
&  L'Abate,  1982;  Imber-Black,  1988,  1991;  Kerr,  1981,  1988; 
Kerr  &  Bowen,  1988;  Papero,  1990;  Steinglass,  1980; 
Steinglass  et  al.,  1987;  Steinglass,  Davis,  &  Berenson, 
1977)  . 

Undifferentiated  persons  consistently  use  a  third  party 
(i.e.,  person)  to  stabilize  their  relationship  with  another 
person.   In  families  in  which  there  is  an  alcoholic  parent, 
the  parents  often  use  children,  or  a  particular  child,  to 
stabilize  their  (undifferentiated)  relationship.   These 
triangulation  patterns  are  then  often  transmitted  across 
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generations,  and  produce  progressively  more  anxious  and  less 
differentiated  persons  (Bowen,  1976,  1978;  Friedman,  1985, 
1991;  Hansen  &  L'Abate,  1982;  Imber-Black,  1988,  1991;  Kerr, 
1981,  1988;  Kerr  &  Bowen,  1988;  Papero,  1990)  . 
Nuclear  Family  Emotional  Process 

Bowen  (1978)  conceptualized  the  nuclear  family  emotional 
process  as  the  basic  pattern  of  interactions  and 
relationships  among  members  of  a  single-generation,  nuclear 
family.   He  viewed  the  family  in  which  the  person  was  raised 
(i.e.,  the  family  of  origin)  as  the  originating  unit  of 
emotional  illness  and  health.   If  parents  are 

undifferentiated,  they  displace  their  anxiety  and  gain  a  more 
acceptable  "parental  identity"  by  projecting  their 
undifferentiation  onto  a  child.   In  families  having  an 
alcoholic  member,  the  family  emotional  process  often 
"selects"  the  well-functioning  child  to  be  the  "anxiety 
reducer"  and  "family  legitimizer . "   That  is,  the  family  gains 
a  more  positive  identity  through  the  achievements  of  the 
well-functioning  child.   Unfortunately,  however,  in  the 
process  the  anxiety-ridden  child  gives  up  his  or  her  unique, 
personal  identity  for  the  sake  of  the  family  identity  (Bowen, 
1976,  1978;  Friedman,  1985,  1991;  Hansen  &  L'Abate,  1982; 
Kerr,  1981,  1988;  Kerr  &  Bowen,  1988;  Papero,  1990;  Protinsky 
&  Ecker,  1990;  Transeau  &  Eliot,  1990) . 
MultiqeneratJonal  Transmission  Process 

Bowen  (1978)  viewed  the  family  system  as  patterns  of 
relationships  that  evolved  over  generations.   The 
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multigenerational  transmission  process  thus  can  be  used  to 
explain  how  individuals'  levels  of  differentiation  are  passed 
from  generation  to  generation,  forming  (familial)  normative 
patterns  of  personal  identities  and  levels  of  anxiety. 
Further,  when  persons  with  lower  degrees  of  differentiation 
marry  other  individuals  with  generally  equivalent  degrees  of 
differentiation,  they  tend  to  produce  either  the  same  or 
lower  levels  of  differentiation  in  their  children.   The 
reverse  is  true  for  marriages  between  persons  with  higher 
degrees  of  differentiation  (Bowen,  1976,  1978;  Friedman, 
1985,  1991;  Hansen  &  L'Abate,  1982;  Imber-Black,  1988,  1991; 
Kerr,  1981,  1988;  Kerr  &  Bowen,  1988;  Papero,  1990) . 
Positive  Ritualistic  Behavior  Gaining 
The  focus  of  this  study  is  to  investigate  the  impact  of 
positive  ritualistic  behavior  training  (PRBT) ,  specifically 
designed  for  this  study,  on  identity  (differentiation) , 
anxiety  (lack  of  differentiation),  and  life  satisfaction 
among  apparently  well-functioning  ACOAs .   Positive 
ritualistic  behavior  training  is  a  structured  group  activity 
which  addresses  personal  and  interpersonal  problems  and 
patterns  common  to  ACOAs.   Positive  ritualistic  behavior 
training  will  be  used  in  an  effort  to  minimize,  modify,  and 
interrupt  current  individual  and  interpersonal  dysfunction 
that  is  linked  to  past  alcohol-related  patterns. 

Specifically,  PRBT  will  be  used  to  attempt  to  increase 
participant  awareness  of   multigenerat ional  patterns,  family 
role  positions,  family  rituals,  and  family  rules,  and  their 
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associated  impacts  on  current  identity,  anxiety,  and  life 
satisfaction.   ACOAs  will  then  develop  and  practice  positive 
ritualistic  behavior (s)  that  attempt  to  change  family  or 
current  role  position  (s)  and  rules  in  an  effort  to  increase 
identity,  modify  anxiety,  and  increase  life  satisfaction. 

Positive  ritualistic  behavior  training  is  a  9-week 
psychoeducational  group  for  6  to  12  apparently  well- 
functioning  ACOAs  ages  18  through  50  (young  adulthood  through 
midlife) .   It  is  not  a  therapy  group.   Participants  are  well- 
functioning  in  some  areas  but  are  experiencing  some 
difficulties  in  other  areas,  e.g.,  with  family,  friends,  or 
personal  relationships.   They  are  interested  in  becoming  more 
aware  of  personal  and  interpersonal  dynamics  and  are 
motivated  to  improve  their  life  satisfaction. 

Topics  covered  in  PRBT  include  (a)  problems  and  patterns 
commonly  encountered  by  children  in  families  where  parental 
alcoholism  is  present,  (b)  family  genograms  depicting 
multigenerational  patterns,  (c)  family  of  origin  roles  and 
their  impact  on  current  identity  and  role  positions, 
(d)  family  of  origin  rituals  and  their  impact  on  current 
identity  and  ritual  behavior,  (e)  family  of  origin  rules  and 
their  effects  on  current  identity  and  role  positions, 
(f)  triangles  and  their  effects  on  current  identity  and 
anxiety,  (g)  positive  ritualistic  behaviors  that  impact  role 
position (s),  rule(s),  and  triangles,  and  their  effects  on 
identity  and  anxiety,  (h)  development  and  practice  of 


2  4 


positive  ritualistic  behaviors,  and  (i)  consequences  of 
change . 

Knowledge  and  awareness  are  explored  and  behaviors 
practiced  through  lectures,  demonstrations,  individual  and 
group  activities,  and  homework  assignments.   At  the 
conclusion  of  PRBT,  participants  will  have  had  the 
opportunity  to  integrate  knowledge  about  being  raised  in  a 
home  where  alcoholism  was  present,  and  individually-tailored 
positive,  ritualistic  behaviors .   Therefore,  PRBT  is  an 
effort  to  use  knowledge  and  behavior  practice  to  increase 
individual  identity  and  modify  anxiety  resulting  from  such 
change  in  knowledge  and  behavior. 

Statement  of  the  Problem 

The  problem  to  be  addressed  in  this  study  is  that  the 
effectiveness  of  positive  ritualistic  behavior  training 
(PRBT)  on  identity  (differentiation),  anxiety,  and  life 
satisfaction  in  a  group  of  well-functioning  ACOAs  is  unknown. 
It  is  also  unknown  whether  changes  in  levels  of  identity 
affect  levels  of  intergenerational  intimacy  (voluntary 
closeness  with  parents  while  maintaining  distinct  self- 
boundaries),  intergenerational  individuation  (ability  to  have 
autonomous,  differentiated,  self-determined,  self- 
responsible,  uncontrolled,  and  unimpaired  relationships  with 
parents),  personal  authority  (simultaneous  differentiation 
and  peer-like  relationship  with  parents),  intergenerational 
intimidation  (lack  of  differentiation,  inability  to  challenge 
parental  expectations  and  demands  or  to  be  assertive  with 
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parents),  intergenerational  triangulation  (lack  of 
differentiation,  resulting  in  anxiety,  fusion,  and  tension  in 
marital,  family,  or  intergenerational  relationships),  peer 
intimacy  (voluntary  closeness  with  friends  and  romantic 
partners  while  maintaining  distinct  self-boundaries),  and 
peer  individuation  (ability  to  have  autonomous, 
differentiated,  self-determined,  self-responsible, 
uncontrolled,  and  unimparied  relationships  with  peers)  among 
apparently  well-functioning  ACOAs .   It  is  also  unknown 
whether  PRBT  affects  apparently  well-functioning  ACOA's 
levels  of  anxiety.   More  specifically,  it  is  unknown  whether 
PRBT  increases  apparently  well-functioning  ACOA's  levels  of 
life  satisfaction  with  love  relationship (s)  ,  mother  and 
father  relationships,  peer-friend  relationships,  job-school 
performance,  leisure-play  activities,  hope  for  the  future, 
and  personal  control  over  life  situtions.   Finally,  it  is 
unknown  whether  PRBT  affects  apparently  well-functioning 
ACOA's  use  of  positive  ritualistic  behaviors. 

Need  for  the  Study 
Although  raised  in  dysfunctional  home  environments,  many 
ACOAs  seem  to  have  been  exemplary  children  with  few 
observable  problems.   Paradoxically,  as  young  and  midlife 
adults  they  find  formerly  rewarding  achievements  and 
accomplishments  meaningless  and  unfulf illing .   Positive 
feelings  of  affirmation  and  adequacy  are  replaced  with 
negative  feelings  of  self-doubt,  inadequacy,  insecurity, 
anxiety,  depression,  loneliness,  and  identitv  confusion. 
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However,  ACOAs  are  often  unaware  of  the  connection  between 
current  personal  problems  and  problems  related  to  home 
environments  where  one  or  more  parents  were  alcoholic. 

As  such,  ACOAs  are  at  high  risk  for  developing 
significant  physical,  psychological,  and  interpersonal 
problems.   Unless  current  intrapersonal  and  interpersonal 
problems  developed  from  parental  alcoholism  are  modified, 
interrupted,  minimized,  or  changed,  ACOAs  are  increasingly 
susceptible  to  lifelong  emotional,  interpersonal,  and 
developmental  dysfunctions. 

Change  in  human  beings  can  occur  in  any  of  three  realms : 
(a)  knowledge,  (b)  behaviors,  or  (c)  attitudes.   Of  the 
three,  knowledge  (i.e.,  awareness,  increased  understanding, 
and  insight)  and  behavior  are  most  easily  addressed  and 
measured  within  a  brief,  time-limited  format.   Attitude 
change  generally  occurs  over  longer  periods  of  time  and  is 
affected  by  knowledge  and  behavior  changes.   Therefore,  PRBT 
should  affect  knowledge,  behaviors,  and  possibly  attitudes 
among  well-functioning  ACOAs. 

Positive  ritualistic  behavior  training  is  intended  to 
modify  dysfunctional  problems  and  patterns  in  well- 
functioning  ACOAs  by  increasing  knowledge  about  alcohol- 
related  past  and  present  role  positions,  rituals,  and  rules, 
and  practicing  (positive)  ritualistic  behaviors.   In  general, 
it  is  intended  to  facilitate  ACOAs'  abilities  to  develop 
differentiated  identities,  enhance  life  satisfaction,   and 
gain  greater  control  (self-regulation)  over  responses  to 


27 


anxiety-producing  situations.   Differentiated  identities  may 
in  turn  affect  levels  of  intergenerational  intimacy, 
intergenerational  individuation,  personal  authority, 
intergenerational  intimidation,  intergenerational 
triangulation,  peer  intimacy,  and  peer  individuation  among 
apparently  well-functioning  ACOAs .   Differentiated  identities 
and  reduced  anxiety  levels  also  may  in  turn  affect  levels  of 
life  satisfaction  with  love  relationship (s)  ,  mother  and 
father  relationship,  job-school  performance,  leisure-play 
activities,  hope  for  the  future,  and  personal  control  over 
life  situations.   Such  change  has  implications  for  theory, 
clinical  practice,  practitioner  training,  and  research. 

According  to  the  Bowen  theory  an  activity  such  as  PRBT 
should  make  changes  in  differentiation  (identity)  and  anxiety 
in  ACOAs  because 

1.  Dysfunctional  alcohol-related  patterns  that  repeat 
across  generations  (multigenerational  transmission) 
negatively  affect  current  differentiation. 

2.  Dysfunctional  role  positions  in  families  with  (an) 
alcoholic  member (s)  negatively  affect  offspring 
differentiation . 

3.  Dysfunctional  family  of  origin  role  positions 
negatively  affect  current  role  positions  and 
differentiation  in  ACOAs. 

4.  Interrupted  or  discontinued  (subsumed)  ritualistic 
behavior  patterns  in  families  with  (an)  alcoholic 
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member (s)  negatively  affect  offspring 
differentiation . 

5.  Interrupted  or  discontinued  family  of  origin  rituals 
negatively  affect  current  ACOA  ritualistic  behavior 
and  subsequent  differentiation. 

6.  Dysfunctional  rules  in  families  with  (an)  alcoholic 
member (s)  negatively  affect  differentiation  and 
anxiety  management  in  offspring. 

7.  Dysfunctional  family  of  origin  rules  negatively 
affect  current  rules,  differentiation  and  anxiety 
management  in  ACOAs . 

8.  Current  roles,  rituals,  and  rules  interrelate  and 
affect  differentiation  and  anxiety  levels  in  ACOAs. 

9.  Current  differentiation  affects  intergenerational 
intimacy  levels  in  ACOAs. 

10.  Current  differentiation  affects  intergenerational 
individuation  levels  in  ACOAs. 

11.  Current  differentiation  affects  personal  authority 
levels  in  ACOAs . 

12.  Current  differentiation  affects  intergenerational 
intimidation  levels  in  ACOAs. 

13.  Current  differentiation  affects  intergenerational 
triangulation  levels  in  ACOAs. 

14.  Current  differentiation  affects  peer  intimacy  levels 
in  ACOAs . 

15.  Current  differentiation  affects  peer  individuation 
levels  in  ACOAs. 
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16.  Current  differentiation  and  anxiety  management 

interrelate  and  affect  levels  of  life  satisfaction 
in  ACOAs . 
Therefore,  if  significant  changes  are  found  as  a  result 
of  PRBT,  the  Bowen  theory  will  be  supported.   However,  if 
significant  changes  are  not  found,  some  aspects  of  the  Bowen 
theory  would  be  called  into  question.   For  example, 
significant  changes  on  individuation  (differentiation)  scales 
would  support  Bowen ' s  concept  that  differentiation  is 
impacted  through  teaching  of  multigenerational  transmission 
patterns,  family  of  origin  and  current  role  positions, 
ritualistic  behaviors,  and  coaching  of  behaviors  that 
encourage  positive  differentiation.   Significant  changes  in 
intergenerational  intimacy,  intergenerational  individuation, 
personal  authority,  intergenerational  intimidation, 
intergenerational  triagulation,  peer  intimacy,  and  peer 
individuation  scales  would  support  Bowen ' s  concept  that 
differentiation  affects  intergenerational  intimacy, 
intergenerational  individuation,  personal  authority, 
intergenerational  intimidation,  intergenerational 
triagulation,  peer  intimacy,  and  peer  individuation. 
Significant  changes  in  anxiety  similarly  would  support  the 
idea  that  anxiety  is  impacted  through  teaching  nuclear  family 
emotional  process,  triangulation  patterns,  family  of  origin 
and  current  rules,  and  coaching  of  behaviors  that  encourage 
positive  anxiety  management.   Significant  changes  on  life 
satisfaction  scales  would  also  support  the  idea  that 
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satisfaction  with  love  relationship (s) ,  mother  and  father 
relationship,  peer-friend  relationships,  job-school 
performance,  leisure-play  activities,  hope  for  the  future, 
and  personal  control  over  life  situations  is  affected  by 
differentiation  and  anxiety  management  for  apparently  well- 
functioning  ACOAs . 

Professional  clinical  practice  in  counseling  also  may  be 
affected  by  knowledge  of  the  effects  of  PRBT.   Long-term 
individual  therapy  is  fast  becoming  impractical,  and  briefer, 
time-limited  interventions  are  needed.   Positive  ritualistic 
behavior  training's  group  format  has  the  potential  to  allow 
practitioners  to  treat  more  ACOAs.   If  it  is  shown  that  PRBT 
produces  the  intended  changes,  then  practitioners  can  be 
advised  to  utilize  this  method  with  ACOAs.   On  the  other 
hand,  if  significant  changes  are  not  found,  practitioners  can 
be  advised  to  find  other  time-limited  methods  to  change 
dysfunctional  beliefs  and  behaviors  in  ACOAs. 

Related  implications  hold  for  the  training  of  counseling 
professionals.   It  is  difficult  to  transform  theoretical 
concepts  into  practical  procedures.   However,  if  PRBT  results 
in  significant  changes,  trainer-educators  can  teach 
practitioners  to  use  a  practical,  yet  theoretically-based 
treatment  method  with  ACOAs.   If  significant  changes  are  not 
found,  then  trainer-educators  can  be  advised  to  teach  other 
methods . 

New  directions  for  research  also  are  possible  if  the 
effectiveness  of  PRBT  is  known.   For  example,  possibilities 
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include  examining  the  effects  of  altered  session  formats; 
examining  for  gender  differences;  using  PRBT  for  other 
dysfunctions,  such  as  depression;  and  examining  the  effects 
of  PRBT  on  different  age  groups.   Additionally,  future 
research  may  focus  upon  other  (isolated)  variables  such  as 
whether  the  mother  or  father,  or  both,  exhibited  problem 
drinking  or  whether  increasing  the  number  of  sessions  has  a 
substantial  effect. 

Purpose  of  the  Study 

The  purpose  of  this  study  is  to  determine  the  effect  of 
PRBT  on  increasing  knowledge,  increasing  the  incidence  of 
positive  ritualistic  behaviors  in  current  and  future 
situations,  increasing  differentiation,  modifying  anxiety, 
and  increasing  life  satisfaction  for  ACOAs . 

Theoretically,  knowledge  should  increase  through  the 
teaching  of  multigenerational  family  patterns,  role 
positions,  rituals,  and  rules.   Ritualistic  behavior  change 
should  be  affected  through  the  teaching  and  practicing  of 
different,  new,  or  modified  positive  ritualistic  behaviors. 
In  turn,  this  practice  should  affect  ACOA's  commitment  to 
positive  ritualistic  behavior (s)  in  the  future.   Increased 
knowledge  and  PRBT  for  young  and  midlife  adults  also  should 
increase  intrapersonal  and  interpersonal  differentiation. 
Differentiation  should,  in  turn,  affect  intergenerational 
intimacy,  intergenerational  individuation,  personal 
authority,  intergenerational  intimidation,  intergenerational 
triagulation,  peer  intimacy,  and  peer  individuation. 
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Increased  knowledge  and  differentiation  should  also  modify 
anxiety.   Increased  differentiation  and  modified  anxiety 
should  in  turn  increase  life  satisfaction  with  love 
relationship (s)  ,  mother  and  father  relationship,  peer-friend 
relationship,  job-school  performance,  leisure-play 
activities,  hope  for  the  future,  and  personal  control  over 
life  situations  for  apparently  well-functioning  ACOAs .   This 
study  is  proposed  because  these  theoretical  assumptions  have 
not  been  tested  empirically. 

Rationale  for  the  Approach 

An  experimental  design  was  used  in  this  study  to 
determine  how  increased  knowledge  and  positive  ritualistic 
behaviors  affect  differentiation,  anxiety,  and  life 
satisfaction  in  apparently  well-functioning  ACOAs.   An 
experimental  design  also  was  used  to  increase  the  number  of 
treatment  outcome  studies  in  the  field  of  counseling.   Most 
psychological  research  is  descriptive  or  clinical  in  nature. 
Wolin  and  Bennett  (1984),  among  others,  have  already  isolated 
descriptive  ritualistic  behavior  patterns  in  alcoholic 
families.   Thus,  experimental  treatment  (i.e.,  PRBT)  is  the 
next  logical  step  in  examining  further  the  roles  rituals  play 
in  family  and  individual  identity  formations. 

Hypotheses 

In  this  study,  the  following  hypotheses  were  tested: 

HI:   There  is  no  difference  in  level  of 
intergenerational  intimacy  (differentiation  and  voluntary 
closeness  with  parents)  between  apparently  well-functioning 
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ACOAs  who  receive  positive  ritualistic  behavior  training  and 
those  who  do  not.   Also,  there  is  no  change  over  time  in 
intergenerational  intimacy  for  those  who  receive  training. 

H2 :   There  is  no  difference  in  level  of 
intergenerational  individuation  (identity,  differentiation, 
and  autonomy  with  parents)  between  apparently  well- 
functioning  ACOAs  as  a  result  of  positive  ritualistic 
behavior  training. 

H3 :   There  is  no  difference  in  level  of  personal 
authority  (simultaneous  differentiation  and  peer-like 
relationship  with  parents)  between  apparently  well- 
functioning  ACOAs  as  a  result  of  positive  ritualistic 
behavior  training. 

H4 :   There  is  no  difference  in  level  of 
intergenerational  intimidation  (lack  of  differentiation, 
inability  to  challenge  expectations  and  demands  or  to  be 
assertive  with  parents)  between  apparently  well-functioning 
ACOAs  as  a  result  of  positive  ritualistic  behavior  training. 

H5:   There  is  no  difference  in  degree  of 
intergenerational  triangulation  (lack  of  differentiation, 
inability  to  challenge  rules  with  parents,  anxiety)  between 
apparently  well-functioning  ACOAs  as  a  result  of  positive 
ritualistic  behavior  training. 

H6:   There  is  no  difference  in  level  of  peer  intimacy 
(differentiation  and  voluntary  closeness  with  friends  and 
romantic  partners)  between  apparently  well-functioning  ACOAs 
as  a  result  of  positive  ritualistic  behavior  training. 
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H7  :   There  is  no  difference  in  level  of  peer 
individuation  (identity,  differentiation,  and  autonomy  with 
friends)  between  apparently  well-functioning  ACOAs  who 
undergo  positive  ritualistic  behavior  training  and  those  who 
do  not.   Also,  there  is  no  change  over  time  on  peer 
individuation  for  those  receiving  training. 

H8 :  There  is  no  difference  in  degree  of  current  (state) 
anxiety  between  apparently  well-functioning  ACOAs  who  receive 
positive  ritualistic  behavior  training  and  those  who  do  not. 

H9:   There  is  no  difference  in  degree  of  life 
satisfaction  with  love  relationship (s)  between  apparently 
well-functioning  ACOAs  as  a  result  of  positive  ritualistic 
behavior  training. 

H10 :   There  is  no  difference  in  degree  of  life 
satisfaction  with  mother  relationship  between  apparently 
well-functioning  ACOAs  as  a  result  of  positive  ritualistic 
behavior  training. 

Hll:   There  is  no  difference  in  degree  of  life 
satisfaction  with  father  relationship  between  apparently 
well-functioning  ACOAs  as  a  result  of  positive  ritualistic 
behavior  training. 

H12 :   There  is  no  difference  in  degree  of  life 
satisfaction  with  peer-friend  relationships  between 
apparently  well-functioning  ACOAs  as  a  result  of  positive 
ritualistic  behavior  training. 

H13 :   There  is  no  difference  in  degree  of  life 
satisfaction  with  job-school  performance  between  apparently 
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well-functioning  ACOAs  as  a  result  of  positive  ritualistic 
behavior  training. 

H14 :   There  is  no  difference  in  degree  of  life 
satisfaction  with  leisure-play  activities  between  apparently 
well-functioning  ACOAs  as  a  result  of  positive  ritualistic 
behavior  training. 

H15:   There  is  no  difference  in  degree  of  life 
satisfaction  with  hope  for  the  future  between  apparently 
well-functioning  ACOAs  as  a  result  of  positive  ritualistic 
behavior  training. 

H16:   There  is  no  difference  in  degree  of  life 
satisfaction  with  personal  control  (self-regulation)  between 
apparently  well-functioning  ACOAs  as  a  result  of  positive 
ritualistic  behavior  training. 

Although  hypotheses  cannot  be  formulated  about  the 
future  frequencies  of  ritualistic  celebrations,  traditions, 
or  daily  patterned  activities,  data  also  were  gathered 
regarding  ACOAs'  ability  to  (a)  practice  PRBT  ritual (s), 
(b)  adapt  PRBT  ritual (s),  (c)  develop  ritual (s)  other  than 
PRBT  ritual,  (d)  adapt  ritual (s)  other  than  PRBT  ritual,  and 
(e)  practice  ritual (s)  other  than  PRBT  ritual  in  order  to 
gain  further  understanding  of  the  effects  of  PRBT. 

Definition  of  Terms 

An  alcoholic  is  a  person  who  exhibits  one  or  more  of  the 
following  alcohol  use  patterns: 

1.  regular  daily  intake  of  large  amounts  of  alcohol; 

2.  regular  heavy  drinking  limited  to  weekends;  and 
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3.   long  periods  of  sobriety  interspersed  with  binges  of 
daily  heavy  drinking  lasting  for  weeks  or  months 
(Diagnostic  and  Statistical  Manual  of  Mental 
Disorders,  Third  Edition-Revised,  1987). 

An  alcoholic  or  problem  drinker  also  can  be  defined  as 

fitting  into  one  of  four  drinking  categories: 

1.  Moderate  drinker — neither  a  teetotaler  nor  heavy 
drinker; 

2.  Heavy  drinker — for  at  least  one  year  has  drunk  daily 
and  had  six  or  more  drinks  at  least  two  or  three 
times  a  month,  or  drunk  six  or  more  drinks  at  least 
once  a  week  for  over  one  year,  but  reported  no 
problems; 

3.  Problem  drinker — meets  the  criteria  of  a  heavy 
drinker  and  had  drinking  related  problems,  but  an 
insufficient  number  to  meet  the  criteria  of 
alcoholism;  or 

4.  Alcoholic — meets  the  criteria  of  heavy  drinker  and 
has  had  alcohol  problems  in  at  least  three  of  the 
following  groups: 

a)  social  disapproval  of  drinking  by  friends  or 
parents,  marital  problems  due  to  drinking; 

b)  job-related  problems  due  to  drinking,  traffic 
arrests  due  to  drinking,  other  police  problems 
due  to  drinking; 
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c)  frequent  blackouts,  tremors,  withdrawal 
hallucinations,  withdrawal  convulsions,  delirium 
tremens;  and 

d)  loss  of  control  over  drinking  or  morning 
drinking  (Wolin  et  al .  ,  1980). 

An  alcoholic  family  system  is  organized  around  alcohol 
use  and  abuse  by  a  parent  in  the  family  which  serves  to 
maintain  a  maladaptive  sense  of  stability.   The  alcoholism 
becomes  such  an  integral  part  of  the  marital  system  that  it 
is  a  maladaptive  organizing  mechanism  for  the  family 
(Berenson,  1976;  Bennett,  Wolin,  &  Reiss,  1988;  Bowen,  1976, 
1978;  Deutsch,  1982;  Friedman,  1985,  1991;  Kerr,  1981;  Kerr  & 
Bowen,  1988;  Lawson  et  al.,  1983;  Saitoh,  Steinglass,  & 
Schuckit,  in  press  (1992);  Steinglass,  1980;  Steinglass  et 
al.,  1977;  Wegscheider,  1981;  Wolin  et  al . ,  1980). 

Alcohol  nontransmitter  families  are  families  in  which 
alcohol  problems  have  occurred  only  in  the  parental 
generation  (Wolin  et  al . ,  1980). 

Alcohol  transmitter  families  are  families  that 
experience  alcoholism  in  both  the  parental  and  offspring 
generations.   These  families  have  at  least  one  child  who  is 
an  alcoholic  or  problem  drinker  or  is  married  to  an  alcoholic 
or  problem  drinker  (Wolin  et  al.,  1980) . 

Anorexia  (primary) .  as  contrasted  with  forms  of  anorexia 
that  are  secondary  to  other  psychiatric  illnesses,  such  as 
schizophrenia  or  depression,  is  a  condition  that  rarely 
occurs  in  males  and  mainly  affects  adolescent  girls  and  young 
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women  from  educated  and  prosperous  homes.   Characteristics 
include  severe  weight  loss  (25%  or  more  of  original  body 
weight) ,  severe  body  image  disturbances,  inaccuracy  in 
identifying  bodily  and  emotional  states,  and  an  all  pervasive 
sense  of  ineffectiveness.   Frantically  preoccupied  with  food 
and  eating,  anorexics  restrict  food  intake  in  an  attempt  to 
exert  control  over  eating  patterns.   Their  outstanding 
symptom  is  a  relentless  pursuit  of  thinness,  i.e.,  an 
addiction  to  thinness,  that  has  the  potential  to  become  life 
threatening.   Underlying  personality  disturbances  include 
deficits  in  the  sense  of  self,  identity,  and  anxiety 
management,  in  addition  to  deficits  in  sexual  maturation  and 
gender  identity  (Bruch,  1985;  Garner  &  Garfinkel,  1985; 
Willard,  1990)  . 

Anxiety  is  the  distress,  disturbance,  nervousness, 

troubledness,  unsettledness ,  worriedness,  uneasiness,  or 
specific  unpleasant  emotional  state  or  condition  of  a  human 
organism  that  includes  experiential,  physiological,  and 
behavioral  components  (Goodwin,  1986;  McCann  &  Pearlman, 
1990;  Rapee,  1991;  Speilberger,  1983) .   Anxiety  also 
encompasses  a  state  of  uncertainty,  disturbance  of  the  mind 
regarding  uncertain  events,  or  tension  associated  with 
intense  closeness  between  two  persons  that  results  in 
fighting  and  distancing  (Bowen,  1976,  1978;  Friedman,  1985, 
1991;  Kerr,  1981;  Kerr  &  Bowen,  1988) . 

According  to  Speilberger  (1983),  there  are  two  types  of 
anxiety:   (a)  State-Anxiety  (S-Anxiety)  and  (b)  Trait-Anxiety 
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(T-Anxiety) .   S-Anxiety  is  a  transitory  nervous  condition 
that  includes  feelings  of  apprehension,  tension,  nervousness, 
and  worry.   It  generally  increases  in  response  to  physical 
danger  or  psychological  stress  and  generally  decreases  in 
response  to  relaxation  techniques  or  stress  reduction. 
T-Anxiety  is  an  enduring  personality  disposition  to  possible 
anxiety-producing  situations.   These  responses  are  less 
overtly  observable  than  transitory  S-Anxiety  conditions,  but 
reflect  relatively  stable  individual  differences  in  anxiety- 
proneness . 

For  the  purpose  of  this  study  S-Anxiety  will  be 
operationally  defined  as  a  score  on  the  S-Anxiety  subscale  of 
the  Self-Evaluation  Questionnaire  (SEQ) ,  also  known  as  the 
State-Trait  Anxiety  Inventory  (STAI) . 

Apparently  well-functioning  refers  to  an  individual  who 
is  seemingly  healthy,  happy,  satisfied,  adjusted,  sane,  and 
sensible  to  all  outward  appearances. 

Autonomy  is  a  concept  similar  to  individuation, 
differentiation,  and  identity.   The  condition  or  state  of  a 
person  who  has  freedom,  boldness  of  self-expression,  or 
independent  functioning. 

Bulimia  is  a  condition  primarily  occurring  in  women  that 
is  manifest  by  bingeing,  i.e.,  the  powerful,  periodic,  and 
uncontrollable  urge  to  overeat,  particularly  carbohydrate  or 
"forbidden  foods,"  and  purging.   The  binge  behavior  is  often 
followed  by  purging,  i.e.,  vomiting  or  using  laxatives  to 
avoid  the  consequences  of  eating  large  quantities  of 
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fattening  foods.   Bulimics  have  a  morbid  fear  of  becoming 
fat .   Their  lives  are  organized  around  anxiety  and  behavior 
concerning  their  fear.   Bulimics  are  typically  within  a 
normal  weight  range  and  tend  to  resort  to  the  binge-purge 
cycle  when  feelings  or  environmental  events  are  associated 
with  intense  anxiety,  stress,  anger,  loss,  depression, 
abandonment,  rejection,  or  feelings  of  being  out  of  control 
of  themselves  or  others  (Garner  &  Garfinkel,  1985;  Johnson  & 
Connors,  1987;  Vanderlinden,  Norre,  &  Vendereycken,  1992; 
Willard,  1990)  . 

Detrianaulation  is  the  therapeutic  method  that  results 
in  greater  levels  of  differentiation  by  modifying  an 
individual's  involvement  in  a  maladaptive,  anxiety-producing, 
interpersonal  triangle. 

Differentiation  is  a  concept  similar  to  individuation, 
identity,  and  autonomy.   Serving  as  the  cornerstone  of  the 
Bowen  Theory,  it  is  the  level  or  degree  of  internal  closeness 
or  fusion  between  a  person's  intellectual  and  emotional 
functioning  as  well  as  the  level  or  degree  to  which  a  person 
fuses  or  remains  separate  from  another  person's  identity. 
Persons  with  greater  levels  of  differentiation  are  more  able 
to  function  intellectually  and  be  emotionally  close  to  others 
without  losing  a  sense  of  their  individual  identity  (Bowen, 
1976,  1978;  Friedman,  1985,  1991;  Hansen  &  L'Abate,  1982; 
Kerr,  1981;  Kerr  &  Bowen,  1988;  Papero,  1990) .   Bowen  (1978) 
operationally  defined  differentiation  as  a  score  on  the 
Differentiation  of  Self  Scale. 
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Scores  ranging  from 

0-25  indicate  low  differentiation  and  include 
individuals  with  psychotic  and  characterologicai 
disorders , 

25-50  indicate  average  differentiation  and  include 
persons  with  less  severe  characterologicai  disorders  as 
well  as  persons  with  neurotic  disorders, 

50-75  indicate  healthy  differentiation  and  include 
persons  with  the  ability  to  function  adequately  and 
flexibly  in  accordance  with  appropriateness  in  most 
situations,  and 

75-100  indicate  high  differentiation  and  include 
autonomous  individuals.   (Bowen  claimed  there  are  few  if 
any  persons  existing  within  this  category.)   (Bowen, 
1976,   p.  69-73) 


Distinctive  families  experience  little  or  no  evidence  of 
change  in  family  rituals  as  a  result  of  parental  problem 
drinking  or  alcoholism.   Their  rituals  have  been  kept  intact 
and  separate  from  drinking-related  behaviors  (Wolin  et  al., 
1980)  . 

A  dysfunctional  family  system  is  a  family  unit  or 

members  within  a  family  that  exhibit  abnormal,  impaired,  or 
maladaptive  functioning. 

Emotional  cut-off  refers  to  the  process  in  which  a 
member  of  a  family  is  emotionally  distanced  (but  not 
necessarily  physically  distanced)  from  the  family  in  which 
he/she  was  raised.   Individuals  who  are  emotionally  cut-off 
are  emotionally  dependent  and  often  retain  invisible, 
unresolved  emotional  attachments  to  significant  individuals 
in  their  lives  (Bowen,  1978) . 
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Eating  disordered  individuals  are  persons  experiencing 
physical,  emotional,  and  sociocultural  problems  associated 
with  anorexia  and  bulimia. 

Emotional  illness  is  a  state  of  mental  illness  that  is 
maladaptive  and  possibly  influenced  by  previous  generations. 
Emotional  illness  is  the  unbalanced  interaction  between  an 
individual's  emotional  and  intellectual  systems,  as  well  as 
deficient  levels  of  differentiation  in  interpersonal 
situations.   The  higher  the  fusion  between  the  emotional  and 
the  intellectual  systems,  the  greater  the  level  of  internal 
and  interpersonal  problematic  behavior  (Bowen,  1978) .   It  has 
also  been  defined  as  the  condition  of  maladaptive,  emotional 
fusion  between  two  or  more  people  that  results  in  loss  of 
reality,  internal  cohesion,  and/or  ability  to  separate  from 
others  (Horner,  1984) . 

An  emotional  system  is  the  autonomic  nervous  functions 
and  instincts,  including  contentment,  agitation,  fear,  and 
depression,  that  are  commonly  shared  by  human  and  animals 
(Bowen,  1978) . 

An  extended  family  includes  grandparents,  relatives,  in- 
laws, or  significant  others  (e.g.,  nonrelated  persons)  who 
interacted  with  the  family  in  which  an  individual  was  raised 
(Lawson  et  al.,  1983). 

Family  of  origin  is  the  family,  usually  biological  in 
nature,  in  which  a  person  was  raised.   Husbands  and  wives 
come  from  separate  families  of  origin  and  form  a  family  of 
procreation  (Lawson  et  al.,  1983). 
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Family  cro^ecnior.  process  refers  to  the  process  that 
reduces  parental  anxiety  by  focusing  an  inordinate  amount  of 
attention  on  one  child.   Parents  perceive  this  particular 
child  as  different  or  special  and  often  emotionally  "fuse" 

(i.e.,  become  overly  close  and  involved)  with  this  child 

(Bowen,  1976,  1978) . 

Family  rituals  are  symbolic  forms  of  communication  that 
are  acted  out  in  a  systematic  fashion  over  time  and  are 
satisfying  to  family  members  who  experience  its  repetition 

(Wolin  &  Bennett,  1984) .   Like  societal  rituals,  family 
rituals  reinforce  group  identity  and  are  often  modeled  on 
previous  generations. 

Specifically,  their  special  meaning  and  repetitive 
nature  significantly  contribute  to  the  establishment  and 
preservation  of  a  family's  (and  individual's)  identity,  role 
position(s),  and  rule  delineation  (Bennett,  Wolin,  &  Reiss, 
1988;  Bennett  et  al.,  1987;  Imber-Black,  1988,  1991;  Imber- 
Black  &  Roberts,  1992;  Wolin  &  Bennett,  1984;  Wolin  et  al., 
1980) .   Used  to  transmit  values,  attitudes,  and  goals,  family 
rituals  universally  span  three  categories: 

1.  Family  celebrations — holidays  or  rites  of 
developmental  passage  that  are  heavily  influenced  by 
the  family's  cultural,  religious,  and  ethnic  origins 
(e.g.,  Christmas  or  bar  mitzvahs) ;  emphasis  is  on 

marking  the  passage  of  time  and  the  progress  of  the 
family  through  its  developmental  stages. 

2.  Family  traditions — common  events  shared  by  a  culture 
but  which  vary  and  are  idiosyncratic  to  specific 
families,  such  as  family  vacations,  anniversaries, 
or  birthdays.   Emphasis  in  family  traditions  is  on  a 
group-family  identity  as  a  member  of  the  larger 
culture . 
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3.   Patterned  family  interactions — the  least  deliberate, 
most  covert,  least  standardized,  and  most  variable 
over  time  of  rituals  whose  function  is  to  define 
role  positions,  rules,  and  responsibilities  as  well 
as  organize  daily  life  (e.g.,  regular  dining  times, 
bedtime  routines,  leisure  activities,  and  customary 
treatment  of  guests).  (Wolin  &  Bennett,  1984, 
p.  404-406) 

For  the  purposes  of  this  study,  emphasis  in  patterned  family 

interactions  is  on  individual  identity  (differentiation)  that 

grows  from  family  identity. 

Fusion  refers  to  the  lack  of  differentiation, 
individuation,  identity,  or  autonomy.   Fusion  decreases 
autonomous  functioning  in  interpersonal  relationships  and  is 
exhibited  as  closeness  without  voluntariness  or  boundaries. 
Fusion  increases  emotional  reactivity  (anxiety)  and  may  have 
negative  side  effects,  although  it  is  generally  experienced 
as  positive  by  the  people  involved.   It  is  the  tendency  to 
accept  undue  responsibility  for  others  in  conjunction  with 
avoidance  of  taking  responsibility  for  self  (Bray, 
Williamson,  &  Malone,  1984;  Friedman,  1985,  1991) . 

Identity  is  a  concept  similar  to  differentiation, 
individuation,  and  autonomy. 

Independence  is  the  state  of  being  self-governing,  self- 
determined,  self-reliant,  and  having  freedom  from  the 
influence  or  control  of  others. 

Individuated  persons  are  able  to  experience  a  wide 
variety  of  emotions,  yet  are  able  to  act  with  appropriate  use 
and  control  of  their  intellectual  systems.   These  persons  can 
be  emotionally  close  to  others  without  fusion  or  loss  of 
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identity.   They  accept  control  and  responsibility  for 
themselves  and  the  consequences  of  their  actions.   They  have 
life  goals  that  are  independent  of  their  interpersonal 
relationships  (Bowen,  1976,  1978;  Friedman,  1985,  1991; 
Hansen  &  L' Abate,  1982;  Kerr,  1981;  Kerr  &  Bowen,  1988) . 

Individuation  is  a  concept  similar  to  differentiation, 
identity,  and  autonomy.   Bowen  (1978)  defined  differentiation 
as  the  ability  to  operate  in  an  autonomous  manner  without 
being  impaired  or  feeling  overly  responsible  for  others.   It 
also  can  be  defined  as  the  degree  of  psychological  and 
physical  well-being  directly  related  to  the  degree  of 
differentiation  and  personal  authority. 

Individuation  is  the  ability  to  independently  order  and 
direct  thoughts,  feelings  and  emotions.   Individuation 
exhibits  behaviorally  as  self-expressive  behaviors  which  are 
considerate  of  but  not  dictated  by  others.   Individuated 
persons  make  personal  decisions,  act  on  them,  and  anticipate 
the  consequences.   They  are  responsible  for  their  actions. 
Individuated  persons  are  able  to  experience  a  wide  range  of 
emotions  and  receive  or  initiate  intimacy  while  maintaining 
interpersonal  boundaries.   These  individuals  feel  control 
over  their  personal  destinies,  exhibit  choices  in  healthy 
interpersonal  relationships,  and  are  able  to  resolve 
conflicts  both  intrapsychically  and  interpersonally . 

For  the  purposes  of  this  study,  individuation 
(differentiation)  is  operationally  defined  as  scores  on  the 
Intergenerational  Intimacy,  Intergenerational  Individuation, 
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Personal  Authority,  Intergenerationai  Intimidation, 
Intergenerational  Triangulation,  Peer  Intimacy,  and  Peer 
Individuation  subscaies  of  the  PAFSQ-C . 

Interdependence  is  the  state  of  being  intensely  and 
pathologically  fused  with  another  person.   It  often  results 
in  the  loss  of  personal  identity  (differentiation)  and  the 
sharing  of  common,  undifferentiated  identities  (Bowen,  1978) 

Intergenerational individual- inn  is  the  degree  to  which  a 

person  operates  in  an  individuated,  differentiated  manner 
with  parents.   Intergenerational  individuation  enhances 
personal  identity  formation  and  autonomous  functioning 
between  members  of  different  generations.   Intergenerational 
fusion  is  the  inability  to  operate  in  an  individuated, 
differentiated  manner  with  parents  and  denotes  a  lack  of 
self-responsibility  (Bray  &  Harvey,  1987) .   The  degree  of 
intergenerational  individuation  is  operationally  defined  in 
this  study  as  a  score  on  the  Intergenerational  Individuation 
subscale  of  the  PAFSQ-C. 

Intergenerational  intimacy  is  the  ability  to  have 
(voluntary)  closeness  with  parents  while  maintaining  distinct 
boundaries  to  the  self.   Intergenerational  intimacy  reflects 
the  degree  of  satisfaction,  trust,  and  self-disclosure  in  a 
relationship  with  parents.   This  concept  does  not  involve 
interpersonal  romantic  and  sexual  issues  (Bray  &  Harvey, 
1987) .   It  is  operationally  defined  in  this  study  as  a  score 
on  the  Intergenerational  Intimacy  subscale  of  the  PAFSQ-C. 
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Intergenerational  intimidation  is  the  lack  of 
differentiation  and  adult  intimacy.   It  is  the  degree  of 
personal  intimidation  experienced  by  individuals  in  relation 
to  their  parents.   Intergenerational  intimidation  originates 
from  the  basic  physical  and  psychological  dependency  of 
children  on  their  parents  and  the  fear  that  withdrawal  of 
parental  support  will  result  in  personal  (including 
psychological)  harm.   It  indicates  the  presence  of 
hierarchical  boundaries  between  parents  and  offspring. 
Intergenerational  intimidation  also  denotes  an  inability  to 
be  assertive  and  differentiated  with  one's  parents.   It 
includes  the  need  to  live  up  to  and  change  behavior  and  goals 
in  order  to  meet  parental  expectations  and  demands  (Bray  & 
Harvey,  1987) .   It  is  operationally  defined  in  this  study  as 
a  score  on  the  Intergenerational  Intimidation  subscale  of  the 
PAFSQ-C. 

Intergenerational  triangulation  reflects  how  parents 
triangulate,  or  involve,  children  in  marital  and  family 
issues  which  result  in  inappropriate  coalitions  in  the 
family.   It  reflects  fusion,  anxiety,  and  tension  in 
intergenerational  relationships  (Bray  &  Harvey,  1987) . 

Intergenerational  triangulation  II  reflects  the 
perception  or  experience  of  the  child  in  the  triangulation 
process.   It  reflects  the  amount  of  conflicted  triangulation 
(anxiety)  and  lack  of  differentiation  between  children  and 
parents  (Bray  &  Harvey,  1987) .   It  is  operationally  defined 
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in  this  study  as  a  score  on  the  Intergenerational 
Triangulation  subscale  of  the  PAFSQ-C. 

Interpersonal  refers  to  the  state  of  relating  between 
persons . 

An  intellectual  system  is  the  ability  unique  to  humans 
to  think,  reason,  and  reflect.   This  concept  is  directly 
related  to  cerebral  cortex  functioning  (Bowen,  1978)  . 

Intimacy  is  the  ability  to  be  mutually  and  voluntarily 
close  with  another  while  maintaining  distinct,  individual 
boundaries  of  self.   Intimacy,  whether  with  friends,  parents, 
or  love  relationships,  is  composed  of  four  components 
(a)  trust,  (b)  love/ fondness,  (c)  self-disclosure,  and 
(d)  commitment  (Bray  et  al.,  1984).   Two  types  of  intimacy 
are  operationally  defined  in  this  study  as  scores  on  the  Peer 
Intimacy  and  Intergenerational  Intimacy  subscales  of  the 
PAFSQ-C. 

Intrapersonal  is  the  state  of  being  that  exists  within  a 
person;  the  internal  interplay  of  individual  emotional  and 
intellectual  responses  to  internal  and  external  events. 

Lost  child  refers  to  the  role  usually  played  by  the  most 
socially  isolated  child  in  a  family  where  at  least  one  member 
is  an  alcoholic.   This  child  obtains  relief  from  anxiety  by 
escaping  psychologically  and  physically  from  the  environment. 
Social  isolation,  interest  in  solitary  activities,  and 
shyness  are  observable  characteristics.   Although  lonely, 
this  child  benefits  by  withdrawing  from  family  dynamics.   The 
child  initially  learns  to  meet  personal  needs  and  suffer 
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minimal  interpersonal  disappointment  by  asking  little  from 
other  people.   However,  due  to  lack  of  interpersonal 
experience,  the  child  often  suffers  later  in  life  by  feeling 
lonely,  different,  and  inadequate  (Potter  &  Williams,  1991; 
Wegscheider,  1981)  . 

Mascot  refers  to  the  role  usually  assumed  by  the  most 
out-going  and  playful  child  in  a  family  where  at  least  one 
member  is  an  alcoholic.   This  child  often  uses  clowning, 
joking,  and  hyperactivity  to  mask  fear.   Although  receiving 
amused  attention,  affirmation,  and  approval  from  observers 
and  family  members,  these  rewards  are  offset  by 
susceptibility  to  physical  underdevelopment  and  emotional 
immaturity  (Potter  &  Williams,  1991;  Wegscheider,  1981) . 

Mult igene rational  transmission  describes  how  individual 
levels  of  differentiation  are  passed  from  generation  to 
generation  within  a  family.   These  transmitted  behaviors  form 
patterned  relationships  that  evolve  over  generations  (Bowen, 
1975,  1978;  Friedman,  1985,  1991;  Kerr,  1981;  Kerr  &  Bowen, 
1988)  . 

A  nuclear  family  is  synonymous  with  the  family  of 
procreation,  the  nuclear  family  consists  of  members  created 
by  an  individual  and  his/her  partner  or  spouse  who  live 
together  (Lawson  et  al.,  1983). 

Nuclear  family  emotional  process  refers  to  the  basic 
patterns  of  relationships  in  a  single-generation,  nuclear 
family.   The  focus  is  the  tension-management  patterns  that 
determine  how  anxiety  is  distributed  and  dissipated  within  a 
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family  unit  (Bowen,  1976,  1978;  Friedman,  1985,  1991;  Kerr, 
1981;  Kerr  &  Bowen,  1988) . 

Peer  individuation  is  the  ability  to  have  an  autonomous, 
differentiated,  self-determined,  responsible,  uncontrolled, 
and  unimpaired  relationship  with  an  intimate  peer  or 
significant  peer  (Bray  &  Harvey,  1987)  .   Peer  fusion  is  the 
lack  of  differentiation  with  friends  and  is  characterized  by 
emotional  reactivity,  impaired  functioning,  and  lack  of 
personal  responsibility.   Peer  individuation  is  operationally 
defined  in  this  study  as  a  score  on  the  Peer  Individuation 
subscale  of  the  PAFSQ-C . 

Peer  intimacy  is  the  ability  to  have  voluntary  closeness 
with  others  while  maintaining  distinct  boundaries  to  the 
self.   Peer  intimacy  reflects  the  degree  of  satisfaction, 
intimacy,  trust,  and  self-disclosure  in  an  intimate  dyadic 
(one-to-one)  relationship.   This  concept,  unlike 
intergenerational  intimacy,  includes  romantic  and  sexual 
issues  (Bray  &  Harvey,  1987) .   It  is  operationally  defined  in 
this  study  as  a  score  on  the  Peer  Intimacy  subscale  of  the 
PAFSQ. 

Personal  authority  is  the  developmental  step  immediately 
beyond  differentiation.   Personal  authority  reflects  a  peer- 
type  relationship  in  which  the  offspring  is  able  to  have  an 
intimate  and  simultaneously  differentiated  relationship  with 
the  parents.   This  stage  occurs  around  ages  30-45,  but  begins 
during  the  differentiation  phase  of  late  adolescence  and 
young  adulthood.   The  central  task  at  this  stage  is  the 
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termination  of  the  hierarchical  boundary  between  parents  and 
adult  offspring.   Intergeneracional  intimidation  is  the 
opposite  of  personal  authority  (Bray  &  Harvey,  1987) .   It  is 
operationally  defined  in  this  study  as  a  score  on  the 
Personal  Authority  subscale  of  the  PAFSQ. 

Responsible  child  refers  to  the  role  usually  assumed  by 
the  most  successful  child  in  a  family  where  at  least  one 
member  is  an  alcoholic.   Synonymous  with  the  "Hero" 
(Wegscheider,  1981) ,  this  child  disguises  feelings  of  guilt 
and  inadequacy  through  successful  accomplishments  and  over- 
achievement.   Negative  consequences,  such  as  compulsive 
drives  and  a  tendency  to  over-achieve,  often  accompany 
positive  rewards,  such  as  attention  from  others  and  feelings 
of  accomplishment  or  self-worth  (Potter  &  Williams,  1991; 
Wegscheider,  1981)  . 

Rituals  are  the  ceremonial  formality  that  defines  a 
specific  act. 

Ritualistic  behaviors  refers  to  a  prescribed  method  that 
defines  a  set  of  sequential  and  patterned  behaviors. 
Ritualistic  behaviors  have  a  special  meaning  to  those 
individuals  involved  in  the  behaviors.   Although  the 
boundaries  between  rituals  and  patterned  behaviors  are  not 
clear-cut,  for  the  purposes  of  this  study  a  patterned 
behavior  is  differentiated  from  a  ritual  in  that  a  patterned 
behavior  is  repetitive,  stable  with  respect  to  roles,  and 
continued  over  a  long  period  of  time,  whereas  a  ritual  will 
additionally  include  the  individual's  acceptance  of 
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continuing  the  patterned  behavior  and  attribution  of  symbolic 
meaning  or  purpose  to  the  continuation  of  the  behavior. 

Roles  refer  to  a  set  of  behaviors,  positions,  or  actions 
that  define  functions  performed  by  individuals  in  particular 
situations.   These  roles  may  be  individually  chosen  or 
externally  imposed.   A  family  is  considered  a  social  system 
with  interdependent  parts  consisting  of  interacting 
personalities,  in  which  each  member  has  an  expected  function 
that  affects  the  functioning  of  other  family  members  (Wolin 
et  al. ,  1980) . 

Rules  refer  to  a  set  of  standards,  codes,  or  regulations 
that  determine  behavior,  conduct,  or  ways  of  acting.   For  the 
purposes  of  this  study,  rules  perform  five  main  functions  in 
families  where  alcoholism  is  present:   (a)  establish 
attitudes,  values  and  goals;  (b)  regulate  the  use  of 
authority;  (c)  determine  consequences  of  change; 
(d)  determine  communication  patterns;  and  (e)  regulate 
anxiety  (Bowen,  1978;  Wegscheider,  1981)  . 

Scapegoat,  refers  to  the  role  played  by  a  child  in  a 
family  where  at  least  one  member  is  an  alcoholic.   The 
Scapegoat  is  opposite  in  behavior  from  the  Responsible  child. 
This  child  draws  the  focus  of  the  family  and  community  away 
from  the  alcoholic,  generally  through  self-destructive 
behaviors.   These  self-destructive  behaviors  often  include 
substance  abuse  and  delinquency.   Negative  attention  usually 
disguises  the  underlying  hurt  and  psychological  pain  that 


5  3 

result  from  harmful,  "self-sacrificing"  behavior  (Potter  & 
Williams,  1991;  Wegscheider,  1981)  . 

Self-esteem  is  the  state  of  having  belief  in  self,  of 
valuing  oneself,  and  of  having  self-respect  or  self-pride. 

Subsumptive  families  are  families  in  which  the  parent's 

drinicing-related  behavior  has  taken  over  ritualistic 
behavior.   The  condition  in  which  parental  alcoholism  has 
altered  both  the  performance  and  meaning  of  ritualistic 
behaviors  in  the  family.   These  families  are  most  likely  to 
transmit  a  drinking  problem  to  the  children  (Bennett,  Wolin, 
&  Reiss,  1988;  Wolin  et  al . ,  1980). 

Subsystem  refers  to  individuals  or  couples  who  exist 
within  a  system,  i.e.,  children,  parents,  or  grandparents. 

System  refers  to  an  organization  composed  of  units 
linked  together  in  a  particular  way  to  accomplish  a  common 
purpose  (Wegscheider,  1981) .   It  is  also  a  set  or  arrangement 
of  things,  members,  or  units  related  in  a  manner  that  forms  a 
whole.   Changes  in  any  part  of  the  system,  i.e.,  any  family 
member,  automatically  effect  all  parts  of  the  system  (Bowen, 
1976,  1978;  Friedman,  1985,  1991;  Kerr,  1981;  Kerr  &  Bowen, 
1988;  Kinney  &  Leaton,  1987) . 

Triangles  refers  to  the  involvement  of  a  third  party, 
pet,  or  agency  by  a  two-person  unit  to  function  as  a 
stabilizer,  rebalancer,  or  anxiety-reducer  for  the  original, 
tension-ridden  dyad  (Bowen,  1976,  1978;  Friedman,  1985,  1991; 
Imber-Black,  1991;  Kerr,  1981;  Kerr  &  Bowen,  1988)  . 
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^ri  angulation  is  the  lack  of  differentiation. 
Triangulation  typifies  the  relationship  among  three  people 
which  is  experienced  by  at  least  one  of  them  as  not  positive 
and  stressful  or  anxiety-ridden.   The  triangulation  process 
occurs  when  the  anxiety  between  two  persons  increases  beyond 
an  acceptable  level,  with  a  third  person  feeling  torn  between 
the  other  two  persons.   The  purpose  of  triangulation  is  to 
reduce  the  anxiety  between  the  two  people  who  initially  felt 
the  unacceptable  anxiety  (Bowen,  1976,  1978;  Friedman,  1985, 
1991;  Harvey  et  al.,  1984;  Imber-Black,  1991;  Kerr,  1981; 
Kerr  &  Bowen,  1988) . 

Unindividuated  persons  are  more  emotionally  than 
intellectually  responsive  to  their  environments.   They 
generally  over-react  emotionally  to  anxiety-producing 
situations  and  are  overly  dependent  on  others,  as  well  as 
expectant  of  others  to  be  responsive  for  their  well-being 
(Bowen,  1976,  1978;  Friedman,  1985,  1991;  Kerr,  1981,  1988; 
Kerr  &  Bowen,  1988) . 

We 11 -functioning  is  the  state  of  being  healthy,  happy, 

satisfied,  adjusted,  sane,  and  sensible. 


CHAPTER  2 
REVIEW  OF  RELATED  LITERATURE 


Chapter  2  is  organized  into  three  major  sections: 

(a)  common  dysfunctions  of  ACOAs;  (b)  similar  and  different 
characteristics  of  ACOAs,  anorexics,  and  bulimics;  and 

(c)  assessment  instruments. 

Common  Dysfunctions  of  Adult  Children  of  Alcoholics 

Adult  children  of  alcoholics  are  a  group  predictably  at 
high-risk  for  lifelong  intrapersonal,  interpersonal, 
physical,  and  developmental  dysfunctions  (Anthenelli  & 
Schuckit,  1990;  Deutsch,  1982;  Giglio  &  Kaufman,  1990; 
Hibbard,  1987;  Knoblauch,  1990;  McCann  &  Pearlman,  1990; 
Rivinus,  1991;  Rubio-Stipec,  1991;  Saitoh,  Steinglass,  & 
Schuckit,  in  press;  Snubby,  1990;  Woititz  &  Garner,  1990) . 
"The  magnitude  of  the  problem  in  terms  of  physical  and  mental 
illness,  delinquency,  economic  cost,  and  sheer  human 
suffering  is  overwhelming"  (Wegscheider,  1981,  p.  31).   In 
addition  to  being  four  times  as  likely  as  the  general 
population  to  develop  addictive  behaviors,  ACOAs  are  at  an 
even  higher  risk  to  develop  problems  if  they  were  (a)  6  years 
old  or  younger  at  the  onset  of  the  parental  alcohol  abuse, 

(b)  an  only  or  oldest  child,  or  (c)  lived  in  a  nonsupportive 
family  situation  (Finley,  1983;  Kinney  &  Leaton,  1987;  Lawson 
et  al.,  1983;  O'Rourke,  1990;  Rivinus,  1991;  Rubio-Stipec  et 
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al.,  1991;  Ryan,  1991;  Wilson  &  Blocker,  1990).   The 
probability  for  dysfunction  increases  still  further  when  the 
mother  is  alcoholic,  both  parents  are  alcoholic,  or  when 
parent (s)  and  grandparent (s)  are  alcoholic  (Bradley  & 
Schneider,  1990;  Lawson  et  al.,  1983;  Perkins  &  Berkowitz, 
1991,  Rivinus,  1991;  Werner,  1986) .   Therefore,  because  many 
apparently  well-functioning  ACOAs  have  experienced  one  or 
more  of  these  criteria,  they  are  a  population  at  considerably 
greater  than  average  risk  for  a  variety  of  difficulties  in 
their  lives . 

Although  the  degree  of  ACOAs'  dysfunction  fluctuates 
depending  on  variables  such  as  age  at  parental  onset, 
duration,  and  severity  of  dysfunctional  parental  drinking, 
common  difficulties  most  frequently  occur  in  the  following 
areas:   (a)  physical  health  difficulties;  (b)  intraphysic 
deficits;  (c)  anxiety  management  deficits;  (d)  identity 
deficits;  (e)  self-esteem  deficits;  (f)  intimacy  problems; 
(g)  problematic  academic  and  career  performance;  (h)  peer 
relationship  problems;  (i)  dysfunctional  family  rules; 
(j)  dysfunctional  family  role  positions,  (k)  disrupted  family 
ritual  patterns;  (1)  developmental  transition  difficulties; 
(m)  dysfunctional  communication  patterns;  and 
(n)  sociocultural  conflicts.   Additionally,  predictable 
problems  originating  from  dysfunctional  family  of  origin 
environments  tend  to  predispose  ACOAs  to  produce 
dysfunctional  families  of  their  own  (Bowen,  1976,  1978; 
Finley,  1983;  Framo,  1992;  Friedman,  1985,  1991;  Hansen  & 
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L'Abate,  1982;  Kerr,  1981;  Kerr  &  Bowen,  1988;  Snubby,  1990; 
Transeau  &  Eliot,  1990;  Woititz  &  Garner,  1990) . 
Physical  Health  Difficulties 

Adult  children  of  alcoholics  exhibit  both  observable  and 
disguised  health-related  problems.   Although  some  physical 
health  problems  experienced  by  ACOAs  are  influenced  by 
genetic  or  biological  factors,  many  are  expressions  of 
psychosomatic  tendencies  such  as  somatization  or 
hypocondriasis  (Coleman,  Butcher,  &  Carson,  1984;  Deutsch, 
1982;  Harmon  &  Carbona,  1991;  Katon  &  Roy-Byrne,  1991; 
Knoblauch,  1990;  Rivinus,  1991;  Rosenthal  et  al.,  1991; 
Schandler,  S.  L.,  Cohen,  M.  J.,  McArthur,  D.  L.,  Antick,  J. 
R.,  &  Brannock,  J.  C,  1991;  Snubby,  1990;  Wegscheider,  1981; 
Wilson  &  Blocker,  1990).   Somatoform  tendencies,  i.e., 
physical  symptoms  suggesting  a  physical  disorder  for  which 
there  are  no  observable  organic  bases,  are  similar  to 
hypocondriacal  tendencies,  the  main  difference  being 
chronicity  in  the  somatoform  symptoms  (Diagnostic  and 
Statistical  Manual  of  Mental  Disorders,  Third  Edition  - 
Revised,  1987)  . 

Recurring  multiple  difficulties  are  present  primarily  as 
gastrointestinal  and  cardiovascular  symptoms,  including 
excessive  complaints  regarding  indigestion,  nausea,  diarrhea, 
dizziness,  ulcers,  ulcerative  colitis,  fatigue,  insomnia, 
hypertension,  and  headaches  (Ackerman,  1986;  Coleman, 
Butcher,  &  Carson,  1984;  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders,  Third  Edition  -  Revised,  1987;  Finley, 
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1983;  Harmon  &  Carbona,  1991;  Katon  &  Roy-Byrne,  1991; 
Knoblauch,  1990;  Lawson  et  al.,  1983;  Rosenthal,  1991; 
Snubby,  1990;  Wegscheider,  1981;  Wilson  &  Blocker,  1990)  . 

Many  ACOAs  persist  in  somatization  and  hypocondriacal 
beliefs  despite  medical  reassurances  of  no  physical  causes, 
or  opinions  from  professionals  that  complaints  are  in  excess 
of  organic  causes.   They  are  a  predictable,  well-represented 
population  in  the  20%  to  80%  of  patients  diagnosed  by 
physicians  and  surgeons  as  not  suffering  from  physiological 
illness  (Bennett,  Vourakis,  &  Woolf,  1983;  Finley,  1983) .   As 
such,  "worried  well"  ACOAs  have  frequent,  unnecessary,  and 
costly  contact  with  medical  professionals. 
Intrapsychic  Deficits 

Apparently  well-functioning  ACOAs  share  many  maladaptive 
intrapsychic  problems.   Behavioral  manifestations  of 
intrapsychic  deficits  often  exhibit  as  impulsivity,  avoidance 
of  conflict,  inability  to  relax  or  have  fun,  abnormal  comfort 
with  chaotic  situations,  emotional  reactivity,  substance 
abuse,  perceptual  distortions,  procrastination,  and  chronic 
depression  (Ackerman,  1986;  Berkowitz  &  Perkins,  1988;  Bowen, 
1976,  1978;  Cermak  &  Rosenfeld,  1987;  Friedman,  1985,  1991; 
Kerr,  1981,  1988;  Kerr  &  Bowen,  1988;  Kinney  &  Leaton,  1987; 
Lawson  et  al.,  1983;  Lerner,  1989;  Lipman,  1990;  McCown, 
Carise,  &  Johnson,  1991;  Rivinus,  1991;  Snubby,  1990; 
Wallace,  1990;  Wegscheider,  1981;  Woititz,  1983,  1985;  Wotitz 
&  Garner,  1990)  .   Other  indicators  of  intrapsychic  deficits 
common  to  ACOAs  are  poor  self-image,  denial,  inconsistency, 
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inability  to  complete  tasks,  low  frustration  tolerance,  mood 
swings,  chronic  overachievement ,  false  identity,  insatiable 
need  for  approval  and  affirmation,  feelings  of 
ineffectiveness,  inability  to  recognize  internal  feelings, 
compulsive  tendencies,  fear  of  being  out  of  control,  fear  of 
being  controlled  by  others,  cognitive  distortions,  inability 
to  differentiate  between  normal  and  abnormal  behavior, 
pervasive  anxiety,  agoraphobia,  and  separation-abandonment 
fears  (Ackerman,  1986;  Berkowitz  &  Perkins,  1988;  Bradley  & 
Schneider,  1990;  Black,  1979,  1981,  1986;  Cermak  &  Rosenfeld, 
1987;  Deutsch,  1982;  Giglio  &  Kaufman,  1990;  Harman,  1991; 
Kinney  &  Leaton,  1987;  Knoblauch,  1990;  Lawson  et  al.,  1983; 
Potter-Efron,  1987;  Rapee,  1991;  Richards,  1989;  Rivinus, 
1991;  Rubio-Stipec  et  al.,  1991;   Schumrum  &  Hartman,  1988; 
Shean  &  Lease,  1991;  Snubby,  1990;  Wegscheider,  1981;  Werner 
&  Broida,  1991;  Wilson  &  Blocker,  1990;  Woititz,  1983,  1985; 
Woititz  &  Garner,  1990)  . 

Many  intrapsychic  deficits  originate  from  poor  or 
reduced  parenting  during  critical  childhood  years  (Adler, 
1985;  Edward,  Ruskin,  &  Turrini,  1991;  Framo,  1992;  Giglio  & 
Kaufman,  1990;  Korner,  1984;  Knoblauch,  1990;  Kohut,  1977, 
1985;  Miller,  1981,  1984;  Rivinus,  1991;  Rubio-Stipec  et  al., 
1991;  Ryan,  1991;  Sable,  1991;  Snubby,  1990;  Transeau  & 
Eliot,  1990;  White  &  Weiner,  1986;  Wilson  &  Blocker,  1990; 
Woititz  &  Garner,  1990) .   When  the  child  was  developing 
intrapsychically,  the  "primary  mothering  figure"  was  often 
over-involved  with  a  spouse  who  had  problems  with  alcohol  or 
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over-burdened  with  problems  resulting  from  the  spouse's 
alcoholism.   As  such,  the  child  was  expected  to  meet  parental 
needs,  i.e.,  help  with  younger  children,  perform  well  in 
school,  and/or  assume  household  responsibilities,  instead  of 
having  their  needs  met  by  parents.   Consequently,  many  ACOAs 
raised  themselves  or  their  siblings,  and  lack  intrapsychic 
qualities  derived  from  appropriate  or  "good  enough" 
parenting.   As  adults,  they  are  intrapsychically  developed  in 
some  areas  but  not  in  others  (Ackerman,  1986;  Adler,  1985; 
Bowen,  1976,  1978;  Deutsch,  1982;  Edward,  Ruskin,  &  Turrini, 
1991;  Giglio  &  Kaufman,  1990;  Hibbard,  1989;  Horner,  1984; 
Horney,  1945,  1950;  Kohut,  1977,  1985;  Lawson  et  al.,  1983; 
Miller,  1981,  1984;  Rubio-Stipec  et  al . ,  1991;  Ryan,  1991; 
Snubby,  1990;   Transeau  &  Eliot,  1990;  Wegscheider,  1981; 
White  &  Weiner,  1986;  Woititz,  1983,  1985;  Woititz  &  Garner, 
1990)  . 
Anxiety  Management  Deficits 

Anxiety  is  a  major  by-product  of  an  alcohol-affected 
home  environment  (Deutsch,  1982;  Friedman,  1985,  1991;  Haack 
&  Alim,  1991;  Kinney  &  Leaton,  1987;  Lawson  et  al . ,  1983; 
Lerner,  1989;  Rivinus,  1991;  Saitoh,  Steinglass,  &  Schuckit, 
in  press;  Schwartzberg  &  Schwartzberg,  1990;  Schumrum  & 
Kartman,  1988;   Shean  &  Lease,  1991;  Snubby,  1990;  Tweed  & 
Ryff,  1991;  Wegscheider,  1981;  Woititz,  1983,  1985;  Woititz  & 
Garner,  1990) .   Due  to  inconsistent,  incongruent,  and 
maladaptive  parental  responses  to  anxiety-producing  events, 
ACOAs  lack  ability  to  anticipate  or  manage  current  situations 


which  produce  intrapsychic  or  interpersonal  anxiety  (Finley, 
1983;  Friedman,  1985,  1991;  Hart  &  Hittner,  1991;  Katon  & 
Roy-Byrne,  1991;  Kerr,  1988;  King,  Ollendick,  &  Gullone, 
1991;  Lerner,  1989;  Littlepage,  Morris,  &  Poole,  1991;  Sable, 
1991;  Snubby,  1990) .   Poor  ability  to  anticipate  or  manage 
anxiety  often  transforms  into  generalized,  uncontrollable, 
"free-floating"  anxiety,  depression,  or  pervasive  fear 
(Figley,  1986;  Friedman,  1985,  1991;  Kerr,  1988;  Lerner, 
1989;  Lydiard,  1991;  McCann  &  Pearlman,  1990;  Rapee,  1991; 
Rachman,  1991;  Shean  &  Lease,  1991;  Snubby,  1990;  Woititz  & 
Garner,  1990)  . 

In  an  effort  to  insulate  themselves  from  anxiety-related 
discomfort,  ACOAs  tend  to  develop  self-protective  thought  and 
behavior  patterns  and  false  identities.   However,  defense 
behaviors  such  as  false  identities,  dysfunctional  thought 
processes,  and  maladaptive  coping  behaviors  initially 
control,  reduce,  or  avoid  anxiety  and  anxiety-producing 
situations,  but  eventually  limit  or  damage  healthy 
intrapersonal  and  interpersonal  development  (Bowen,  1976, 
1978;  Ferrari,  1991;  Friedman,  1985,  1991;  Goodwin,  1986; 
Horney,  1945,  1950;  Kendler,  K.  S.,  Kessler,  R.  C.,  Heath,  A. 
C.,  Neale,  M.  C.,  &  Eaves,  L.  J.,  1991;  Kerr,  1988;  Lerner, 
1989;  Snubby,  1990;  Wallbott  &  Scherer,  1991) . 
Identity  Deficits 

Identity  deficits  commonly  characterize  ACOAs.  Identity 
at  the  most  primitive  level  is  self-recognition.  It  has  been 
shown  that  more  highly  developed  primates,  i.e.,  chimps  and 


orangutans,  are  able  to  recognize  themselves  in  a  mirror 
(Leakey  &  Lewin,  1978) .   They  know  who  they  are  and  recognize 
themselves  when  they  see  their  reflection.   Less  developed 
primates  "see  only  another  individual  when  faced  with  their 
reflection  in  a  mirror"  (Leakey  &  Lewin,  1978,  p.  156) . 

Normal  human  identity  development  is  promoted  by 
personal  and  familial  recognition  of  individual  needs,  wants, 
and  differences.   Such  recognition  enhances  identity 
development  through  self-awareness,  self-expression,  and 
differentiation.   Persons  with  sufficient  levels  of  identity 
separate  from  their  family  and  seek  out  and  interact  with 
persons  who  have  similar  levels  of  identity  development 
(Ackerman,  1986;  Bowen,  1976,  1978;  Friedman,  1985,  1991; 
Hansen,  &  L'Abate,  1982;  Horney,  1945,  1950;  Kerr,  1981, 
1988;  Kerr  &  Bowen,  1988;  Lerner,  1989;  Miller,  1981,  1984; 
Snubby,  1990)  . 

In  contrast,  many  ACOAs  have  identity  deficits.   They 
lack  a  core  sense  of  self.   ACOAs  tend  to  see  "another 
individual,"  or  an  over-developed  part  of  themselves,  i.e.,  a 
work  role,  when  they  reflect  their  identity.   They  often  have 
difficulty  knowing  who  they  are,  what  they  need,  or  what  they 
want.   They  are  often  defined  by  personal  needs  of 
individuals  around  them,  i.e.,  family  members,  friends,  or 
romantic  partners.   They  think,  act,  and  become  who  others 
need  them  to  be  (Ackerman,  1986;  Black,  1979,  1981,  1986; 
Bowen,  1976,  1978;  Deutsch,  1982;  Edward,  Ruskin,  &  Turrini, 
1991;  Friedman,  1985,  1991;  Giglio  &  Kaufman,  1990;  Lawson  et 
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al.,  1983;  Lerner,  1989;  Sable,  1991;  Snubby,  1990;  Transeau 
&  Eliot,  1990;  von  Broembsen,  1989;  Wegscheider,  1981; 
Woititz,  1983,  1985) . 

Adult  children  of  alcoholics  usually  negate  or  sacrifice 
an  identity  that  differs  from  the  needs  and  expectations  of 
others  (Ackerman,  1986;  Finley,  1983;  Giglio  &  Kaufman,  1990; 
Lerner,  1989;  McCown,  Carise,  &  Johnson,  1991;  Snubby,  1990; 
von  Broembsen,  1989;  Wegscheider,  1981) .   They  tend  to 
increasingly  interact  with  persons  and  within  environments 
that  support  the  loss  of  self-identity  and  reward  identity 
deficits.   Over  time,  ACOAs  ignore,  avoid,  or  are  unable  to 
recognize  healthy  self  needs,  desires,  and  wants,  or  persons 
and  situations  that  support,  affirm,  and  encourage 
differentiated  identity  (Ackerman,  1986;  Black,  1979,  1981, 
1986;  Bowen,  1976,  1978;  Crandell,  1989;  Deutsch,  1982; 
Friedman,  1985,  1991;  Giglio  &  Kaufman,  1990;  Kerr,  1981, 
1988;  Lawson  et  ai.,  1983;  Lerner,  1989;  Miller,  1984; 
Rivinus,  1991;  Snubby,  1990;  Transeau  &  Eliot,  1990; 
Wegscheider,  1981;  Woititz,  1983,  1985) . 

Because  most  attempts  at  identity  development  and 
expression  are  both  intraphysically  and  interpersonally 
discomforting,  ACOAs  tend  to  manufacture  seemingly  less 
discomforting  false  identities.   False  identities  initially 
provide  short-term  rewards  but  are  neither  beneficial  nor 
pleasing  long-term.   Repeated  self-correcting  attempts  to 
"find  themselves"  result  in  life-long  construction  and 
reconstruction  of  multiple  false  identities  (Deutsch,  1982; 
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Snubby,  1990) .   Eventually,  ACOAs  are  unable  to  recognize 
false  identities  from  the  real  self  or  what  is  "self-as- 
separate"  from  others  (Ackerman,  1986;  Black,  1979,  1981, 
1986;  3owen,  1976,  1978;  Deutsch,  1982;  Edward,  Ruskin,  & 
Turrini;  1991;  Friedman,  1985,  1991;  Kerr,  1981,  1988;  Kohut, 
1977;  Lawson  et  al.,  1983;  Lerner,  1989;  Miller,  1984; 
Schumrum  &  Hartman,  1988;  Snubby,  1990;  Waterman,  1990; 
Wegscheider,  1981;  Woititz,  1983,  1985)  . 
Self-Esteem  Deficits 

A  person  with  high  self-esteem  or  self-worth  values  his 
or  her  self  (Garner  &  Garfinkel,  1985;  Lerner,  1989;  Snubby, 
1990;  Waterman,  1990) .   Such  people  were  usually  valued  by 
their  parents  during  critical  childhood  years.   They 
experienced  parental  warmth,  clearly  defined  limits,  and 
respectful  treatment  (Heller,  1989;  Lerner,  1989;  Snubby, 
1990;  Woititz,  1983;  Woititz  &  Garner,  1990) .   They  have 
goals  and  expectations  that  are  realistic  and  flexible.   Such 
people  are  accepting  of  their  failures  and  limitations  and 
are  able  to  tolerate  imperfections  and  limitations  in  others. 
Many  apparently  well-functioning  ACOAs  experience  self- 
esteem  deficits.   They  place  unrealistically  high 
expectations  on  themselves  and  are  intolerant  of  failure. 
Because  successes  supply  them  with  illusions  of  self-esteem, 
failures  supply  and  reinforce  self-esteem  deficits  (Ackerman, 
1986;  Deutsch,  1982;  Lerner,  1989;  Schwartzberg  & 
Schwartzberg,  1990;  Snubby,  1990;  Wegscheider,  1981;  Woititz, 
1983;  Woititz  &  Garner,  1990) .   what  they  do  or  fail  to  do 
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determines  how  they  feel  about  themselves.   If  ACOAs '  current 
self-esteem  is  not  enhanced  by  significant  others,  further 
self-esteem  development  is  usually  retarded  by  previous  self- 
esteem  deficits,  i.e.,  ".  .  .eighteen-year  olds  and  twelve- 
year  olds  saw  themselves  in  essentially  the  same  way.   They 
may  behave  differently,  but  they  don't  have  different  self 
feelings"  (Woititz,  1983,  p.  3) .   Therefore,  although  self- 
esteem  behaviors  change  outwardly  as  children  mature  to  be 
ACOAs,  self-esteem  deficits  remain  relatively  constant 
(Ackerman,  1986;  Garner  &  Garfinkel,  1985;  Richards,  1989; 
Rivinus,  1991;  Schwartzberg  &  Schwartzberg,  1990;  Snubby, 
1990;  Wegscheider,  1981;  Werner  &  Broida,  1991;  Woititz, 
1983,  1985;  Woititz  &  Garner,  1990)  . 
Intimacy  Problems 

Intimacy,  i.e.,  voluntary  closeness  with  distinct  self- 
boundaries,  is  a  pleasurable  experience  for  healthy  persons. 
In  families  where  alcoholism  is  present,  intimacy  is  often 
absent  or  problematic.   Couples  affected  by  alcoholism  are 
generally  unable  to  experience  intimacy,  i.e.,  trust,  self- 
disclose,  express  love  or  fondness,  or  commit  to  one  another. 
Husbands  are  frequently  impotent.   Many  wives  exhibit  low  sex 
desire  and  avoid  sexual  experiences  (Finley,  1983;  Snubby, 
1990;  Steinglass,  1980;  Steinglass  et  al.,  1977). 

Children  raised  in  homes  where  alcoholism  is  present 
often  are  exposed  to  unhealthy  intimacy.   They  generally 
witness  adults  who  display  dysfunctional  intimacy  or  no 
intimacy  at  all.   in  fact,  children  often  are  expected  to 
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provide  intimacy  for  one  or  both  parents  by  acting  as 
surrogate  spouse  (s).   Unfortunately,  this  places  children  in 
an  inappropriate  emotional,  physical,  and  possibly  sexual 
situation  (Ackerman,  1986;  Deutsch,  1982;  Finley,  1983; 
Lawson  et  al.,  1983;  Rew,  1990;  Wegscheider,  1981;  Wilson  & 
Blocker,  1990;  Woititz,  1983,  1985)  .   Having  previously 
served  as  "wife  to  the  father"  or  "husband  to  the  mother, " 
ACOAs  have  trouble  defining  and  experiencing  intimacy  with 
family  members,  peers,  and  romantic  partners.   They  avoid 
intimacy  within  a  relationship  or  unproductively  search  for 
intimacy  through  serial,  dysfunctional  relationships  (Finley, 
1986;  Lerner,  1989;  Richards,  1989;  Rivinus,  1991;  Snubby, 
1990;  Woititz,  1983,  1985) . 
Problematic  Academic  and  Career  Performance 

Many  ACOAs  give  the  illusion  of  doing  well  academically 
and  vocationally.   At  times  this  is  a  realistic 
representation,  but  more  often  than  not  they  are  presenting  a 
well-functioning  facade.   Exhibiting  Type  A  personality 
characteristics,  the  apparently  well-functioning  ACOA  is  a 
compulsive  over-achiever  who  stands  out  in  academic  and 
career  environments  (Deutsch,  1982) .   Commonly  known  as 
"workaholics"  they  are  unable  to  relax,  accept  limitations, 
or  experience  failure  in  academic  or  career  pursuits.   Seldom 
satisfied  with  any  result,  they  continually  strive  for 
additional  accomplishments  and  achievements.   Despite 
internal  warning  signals,  such  as  suicidal  thoughts,  coronary 
problems,  gastrointestinal  difficulties,  and  bouts  of 
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debilitating  depression,  ACOAs  continually  deny  indications 
of  internal  conflict  and  focus  increasing  amounts  of  energy 
on  school  or  work-related  achievements  and  accomplishments 
(Deutsch,  1982;  Katon  &  Roy-Byrne,  1991;  Rivinus,  1991; 
Schumrum  &  Hartman,  1988;  Snubby,  1990)  . 

A  large  proportion  of  ACOAs  find  themselves  in  demanding 
health-related  or  helping  professions  such  as  medicine, 
nursing,  psychiatry,  psychology,  social  welfare  work,  and 
ministry  (Friedman,  1985;  Snubby,  1990;  Wegscheider,  1981) . 
For  example,  careers  in  these  fields  facilitate  successful 
denial  of  intrapersonal  and  interpersonal  needs.   The  helping 
professions  also  foster  continuation  of  dysfunctional  family 
of  origin  role  positions.   Careers  in  health-related 
professions  afford  ACOAs  the  opportunity  to  fulfill  some 
personal  caring  and  closeness  needs  while  remaining 
professionally  distant  and  detached  from  people. 

Eventually,  the  constant  caring  for  others,  exorbitant 
needs  for  academic  and  career  excellence,  and  denial  of 
personal  needs,  lead  to  ACOA  burn-out.   Adult  children  of 
alcoholics  become  increasingly  unable  to  use  benefits  from 
academic  or  career  performances  to  cover-up  personal  and 
interpersonal  deficits.   Loss  of  concentration,  inconsistent 
accomplishments,  and  inappropriate,  irrational  reactions  to 
situations  and  authority  figures  become  apparent  (Deutsch, 
1982;  Littlepage,  Morris,  &  Poole,  1991;  Rivinus,  1991; 
Schumrum  &  Hartman,  1988;  Snubby,  1990;  Woititz  &  Garner, 
1990)  . 
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Peer  Relationship  PmhlPm^ 

Many  ACOAs  have  poor  or  nonexistent  peer  relationships. 
Perfectionistic  and  competitive  drives  predispose  them  to 
have  admirers  rather  than  close  friends  at  school  or  work. 
When  friendships  do  develop,  ACOAs  tend  to  take  on  superior, 
"advisory"  stances  that  allow  them  to  assist  others  or 
control  rather  than  interact  on  an  equal  basis  (Bradley  & 
Schneider,  1990;  Deutsch,  1982;  Knoblauch,  1990;  Snubby, 
1990)  . 

As  children,  ACOAs  were  socially  isolated  and 
experienced  minimal  peer  interaction  during  the  developmental 
years  when  peers  interface  with  or  replace  parental-familial 
interactions.   Attempts  to  socialize  with  friends  in  the 
alcohol-affected  home  frequently  ended  due  to  unpredictable 
and  embarrassing  parental  behavior.   Repeated  negative 
experiences  necessitated  that  most  if  not  all  peer 
socialization  interactions  happen  outside  the  home 
environment.   If  socialization  opportunities  outside  the  home 
were  unavailable,  many  children  from  alcohol-affected  homes 
were  socially  deprived  (Ackerman,  1986;  Black,  1979,  1981, 
1986;  Lawson  et  al.,  1983;  Snubby,  1990;  Wegscheider,  1981; 
Wilson  &  Blocker,  1990;  Woititz,  1983;  Woititz  &  Garner, 
1990) . 

Alcohol-affected  parents  further  hindered  healthy  peer 
interaction  by  modeling  social  superficiality  as  a  means  for 
circumventing  or  avoiding  social  embarrassment,  discomfort, 
or  exposure.   The  family  encouraged  children  to  build  false 


59 

family  and  individual  "fronts"  and  invisible  "defense"  walls 
that  protected  the  "family  secret"  but  restricted  or  blocked 
children  from  normal  individual,  peer  and  social  involvement 
(Rivinus,  1991)  . 

Consequently,  ACOAs  lack  interpersonal  skills  for 
initiating  and  maintaining  healthy  adult  peer  relationships 
and  intimacies.   Peer  interactions  are  often  awkward  and 
problematic.   If  peer  relationships  do  develop,  they  often 
tend  to  be  inappropriate,  i.e.,  friends  who  are  much  younger 
or  older  (Knoblauch,  1990;  Lawson  et  al.,  1983;  Lerner,  1989; 
Schwartzberg  &  Schwartzberg,  1990;  Snubby,  1990;  Wegscheider, 
1981;  Woititz,  1983;  Woititz  &  Garner,  1990) . 

As  adults  they  tend  to  remain  social  "isolates."   Many 
ACOAs  feel  they  don't  belong  anywhere,  need  anyone,  and  are 
different  from  everyone  else.   In  fact,  building  friendships 
is  particularly  difficult  because  they  disbelieve  that  people 
really  like  them  (Woititz,  1983) .   Ultimately,  ACOAs  want  "to 
belong"  (somewhere),  but  typically  feel  they  are  nobody  and 
belong  nowhere  (Bradley  &  Schneider,  1990;  Lawson  et  al . , 
1983;  Snubby,  1990) . 
Dysfunctional  Family  Rules 

Family  of  origin  rules  pervasively  affect  interpersonal 
behavior  and  attitudes.   Family  rules  govern  family  of  origin 
interactions,  including  rituals  and  role  positions  and  often 
define  adult  interaction  with  family  members,  partners, 
coworkers,  and  peers.   Rules  are  often  inconsistent, 
internalized,  rigid,  and  hidden  (Deutsch,  1982;  Kinney  & 
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Leaton,  1987;  Snubby,  1990;  Wilson  &  Blocker,  1990;  Woititz  & 
Garner,  1990) .   They  also  greatly  determine  intrapersonai 
feeling  expression,  value  formation,  and  behavior. 

Family  rules  serve  as  internal  "foundational  laws"  or 
codes  for  family  relationships,  alliances,  and  subsystem 
coalitions.   Barnard  (cited  in  Lawson  et  al.,  1983)  stated 
that  family  rules  govern  the  following  six  areas: 

(a)  what,  when,  and  how  family  members  may  comment  on 
what  they  see,  feel,  and  think; 

(b)  who  can  speak  to  whom  and  about  what; 

(c)  how  a  member  can  be  different; 

(d)  how  sexuality  can  be  expressed; 

(e)  what  does  it  mean  to  be  male  or  female;  and 

(f)  how  a  person  can  acquire  self -worth  and  how  much  is 
appropriate  to  possess. 

(Lawson,  Peterson,  &  Lawson,  1983,  p.  41) 

Wegscheider  (1981)  wrote  that  rules  perform  four  broad 
functions  for  the  family  system: 

(a)  to  establish  attitudes,  expectations,  values,  and 
goals  for  the  family; 

(b)  to  determine  who  will  hold  the  power  and  authority, 
how  they  will  be  used,  and  how  members  are  expected 
to  respond  to  them; 

(c)  to  anticipate  how  the  family  will  deal  with  change — 
in  itself  as  a  unit,  in  its  members,  and  in  the 
outside  world; 

(d)  to  dictate  how  members  may  communicate  with  one 
another  and  what  they  may  communicate  about. 
(Wegscheider,  1981,  p.  47) 

In  alcohol-affected  families,  dysfunctional  family  rules 
are  stressful,  illogical,  and  contradictory.   For  example, 
ACOAs  are  told:   "Don't  tell  anyone  about  the  family  secret;" 
"Listen  to  what  I  say  and  agree,  but  don't  act  the  same  way;" 
"If  it  weren't  for  you,  I  would  not  drink;"  and  "Pretend  you 
don't  hurt  or  have  feelings,  and  don't  ask  anyone  for  help" 
(Finley,  1983)  . 
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Many  rules  that  were  beneficial  or  partially  rewarding 
in  the  past  for  ACOAs  ironically  become  problematic  in  the 
present.   Originally  functioning  as  protective  or  survival 
mechanisms  in  the  family  of  origin,  dysfunctional  or  obsolete 
family  rules  retard  or  harm  ACOA  intrapersonal  and 
interpersonal  beliefs,  behaviors,  and  attitudes  (Finely, 
1983;  Snubby,  1990;  Wegscheider,  1981)  . 
Dysfunctional  Family  Role  Positions 

Alcohol-affected  families  have  distinct  adult  and  child 
role  positions.   Coping  behaviors  often  accompany  or  mimic 
each  role.   Child  role  positions  are  likely  to  occur  in  a 
sequential  manner,  and  are  typically  more  influenced  by  order 
of  birth  than  by  personality  factors  (Black,  1986;  Bowen, 
1976,  1978;  Friedman,  1985,  1991;  Kerr,  1981;  Kerr  &  Bowen, 
1988;  Lawson  et  al.,  1983;  Lerner,  1989;  Snubby,  1990;  Toman, 
1961;  Wegscheider,  1981) . 

Wegscheider— responsible,  scapegoat-,  lost  rhild.  and 
mascot  roles.   According  to  Wegscheider  (1981),  the  most 
usual  sequence  of  sibling  roles  include  (a)  the  "Hero"  or 
"Responsible  Child,"  who  is  usually  the  oldest;  (b)  the 
"Scapegoat,"  who  is  usually  the  second  child;  (c)  the  "Lost 
Child,"  who  is  most  likely  to  turn  up  randomly  (in  the 
order);  and  (d)  the  "Mascot,"  who  is  most  likely  a  latecomer 
or  the  youngest  child.   If  there  is  only  one  child  in  the 
family,  he  or  she  may  take  on  parts  of  all  roles.   If  a  child 
leaves  the  family,  another  child  may  assume  the  role.   In 
small  families,  each  person  also  may  perform  more  than  one 
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role,  while  in  larger  families  there  may  be  duplicates  of 
some  role  positions.   Additionally,  as  children  move  through 
developmental  stages,  they  may  take  on  multiple  role 
positions  (Potter  &  Williams,  1990;  Wegscheider,  1981)  . 

Dysfunctional  role  positions  often  switch  at  midlife  if 
the  role  becomes  intolerably  uncomfortable  or  a  role  is 
needed  to  compliment  other  role  positions  (Snubby,  1990; 
Wegscheider,  1981) .   Role-switching  commonly  occurs  in  young 
adulthood  or  midlife,  when  both  developmental  and  situational 
demands  become  too  great.   It  is  commonly  precipitated  by  a 
stressor (s)  that  breaks  down  the  "front"  of  the  Hero,  Lost 
Child,  Mascot  or  Scapegoat.   For  example,  the  Responsible 
Child  who  no  longer  is  physically  able  to  legitimize  the 
family  through  self-sacrificial  achievements  switches  to  the 
irresponsible  Scapegoat  role,  or  marries  and  switches  to  the 
"Enabler"  role,  i.e.,  the  overly  responsible  spouse  who 
facilitates  their  partner's  alcoholism  (Bennett  et  al., 
1987) .   If  role  switching  or  role  change  does  not  occur,  the 
apparently  well-functioning  ACOA  often  finds  other  avenues  to 
release  internal  tension  created  by  dysfunctional  role 
positions,  e.g.,  escapist  relief  in  alcohol  or  drugs  (Haack  & 
Alim,  1991;  Lawson  et  al.,  1983;  McCown,  Carise,  &  Johnson, 
1991;  Perkins  &  Berkowitz,  1991;  Richards,  1989;  Rubio-Stipec 
et  al.,  1991;  Snubby,  1990)  . 

Satir— SUperreSPPnsible.  blamer.  nlarai-.er.  diqfr3rhnr 
roles.   Satir  (cited  in  Bandler,  Grindler,  &  Satir,  1976) 
also  identified  distinct  sibling  role  behaviors  within 
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stressed,  dysfunctional  families.   Satir's  role  positions  are 
similar  to  Wegscheider ' s  alcohol-affected  roles  in  both 
descriptive  characteristics  and  behaviors.   Satir's 
"Superresponsible"  role  is  similar  to  Wegscheider ' s  Hero- 
Responsible  Child  role. 

They  are  usually  oldest  children  who  provide  self-worth 
both  for  themselves  and  their  family  through  accomplishments 
and  hard  work.   Superresponsible  persons  are  "computer-like" 
and  act  in  logical,  calm  ways  but  feel  internally  vulnerable. 
While  appearing  outwardly  successful  and  competent,  they 
simultaneously  experience  loneliness,  hurt,  worthlessness, 
ineffectiveness,  and  inadequacy. 

Satir  describes  other  roles  enacted  by  members  in 
dysfunctional  families:   (a)  the  "Distractor"  (similar  to 
Wegscheider's  Mascot),  who  diverts  attention  from  the 
alcoholic  by  being  irrelevant,  nonsensical,  and  obtuse; 
(b)  the  "Placater"  (similar  to  Wegscheider's  Lost  Child),  who 
agrees  with  everyone,  appears  helpless,  and  feels  worthless, 
and  (c)  the  "Blamer"  (similar  to  Wegscheider's  Scapegoat), 
who  disagrees  and  blames  others  while  feeling  lonely  and 
unsuccessful  (Lawson  et  al.,  1983). 

Black — irresponsible,  adjuster,  plararpr  mlP.    Black 
(1979)  divides  children  into  three  behavioral  roles:   the 
"Responsible  One,"  "Adjuster,"  and  "Placater."   The 
Responsible  One,  similar  to  Wegscheider's  Responsible  Child 
role,  is  usually  the  oldest  and  feels  responsible  for 
everyone.   Such  children  provide  structure  for  family 
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members,  but  internalize  anger  as  they  lose  self  and 
situational  control.   Exhibiting  rigid  and  overly  responsible 
behaviors,  they  are  frequently  inflexible,  driven,  and  have 
little  time  for  self -development ,  self-nurturance,  or  leisure 
activities . 

Eventually,  the  Responsible  One  retards  his  or  her  own 
intrapersonal  and  interpersonal  development  by  being  overly 
independent,  competent,  and  self-reliant.   Unable  to  ask 
others  for  help,  they  increasingly  become  confused,  less 
well-functioning,  and  isolated.   Over  time  they  tend  to 
become  more  firmly  entrenched  in  what  they  "know"  and  "do" 
best,  i.e.,  their  dysfunctional,  family-of-origin  role 
(Black,  1979;  Lawson  et  al . ,  1983). 

Black's  Adjuster,  similar  to  Wegscheider * s  Lost  Child 
role,  follows  directions  and  unobtrusively  adapts  to 
conflictual  environments.   Multiple  situational  changes  and 
chaotic  disruptions  are  tolerated  rather  than  challenged. 
Adjusters  feel  frustrated  and  powerless  to  change  the  way 
things  are.   They  often  attribute  control  to  sources  outside 
of  themselves  (Lawson  et  al.,  1983). 

Black's  Placater,  similar  to  Wegscheider * s  Mascot,  role 
is  emotionally  sensitive  and  reactive.   These  children  reduce 
internal  and  interpersonal  tension  and  pain  by  responding  to 
and  caring  for  others.   They  primarily  meet  others'  needs  and 
feel  undeserving  of  having  their  own  needs  met.   Placaters 
are  well-liked  and  consistently  reinforced  within  their 
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environments  for  smoothing  over  conflicts  and  putting  others 
before  themselves  (Lawson  et  al.,  1983). 

Booz-Allen  and  Hamilton — superresponsibility,  fight, 
perfectionism,  and  flight  role  behaviors.   Staff  of  Booz- 
Allen  and  Hamilton,  Inc.  (1974)  identified  four  types  of 
coping  behaviors  that  accompany  ACOA  role  positions: 
(a)  superresponsibility,  (b)  fight,  (c)  perfectionism,  and 
(d)  flight.   These  coping  behaviors,  like  role  positions, 
seem  to  initially  provide  ACOAs  with  positive  rewards. 
Although  benefits  and  rewards  are  immediately  gratifying, 
they  frequently  result  in  long-term  negative  consequences. 
The  solution  often  becomes  the  problem.   For  example,  flight 
(coping)  behaviors  allow  ACOAs  to  forget  unpleasant  memories, 
withdraw  emotionally,  and  avoid  immediate  anxiety-producing 
situations  by  involvement  in  activities  outside  the  home, 
attending  college,  getting  married,  finding  employment,  and 
joining  religious  organizations  (Lawson  et  al.,  1983) . 
Similarly,  fight  responses,  characterized  by  aggressive, 
rebellious,  delinquent,  and/or  acting-out  behaviors,  allow 
ACOAs  to  release  pent-up  anger  or  leave  home  earlier. 
However,  fight  responses  are  often  identified  and  punished  by 
police  and  school  authorities.   Perfectionistic  (coping) 
behaviors  initially  reap  approval  and  affirmation 
reinforcements.   Perfectionistic  ACOAs  are  rewarded  by  many 
organizations  and  people,  such  as  schools,  parents,  and 
neighbors.   However,  they  are  often  separated  from  family  and 
peers,  i.e.,  "placed  on  a  pedestal"  as  examples  to  other 
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family  members.   Superresponsible  (coping)  behaviors  also 
initially  benefit  ACOAs .   Usually  exhibited  in  oldest  or 
older  children,  these  children  are  parental  favorites.   They 
take  over  many  home  and  childcare  responsibilities.   Instead 
of  receiving  normal  parental  nurturance,  Superresponsible 
children  often  "parent  the  parent"  (Finley,  1983;  Lawson  et 
al.,  1983;  Lerner,  1989;  Snubby,  1990;  Wilson  &  Blocker, 
1990)  . 

In  summary,  similarities  of  positions  on  sibling  role 
and  coping  behaviors  among  Wegscheider  and  Satir,  Black,  and 
Booz-Allen  and  Hamilton  researchers  are  found  respectively  in 
(a)  Hero-Responsible  Child  and  Superresponsible,  Responsible 
One,  and  Superresponsibility;  (b)  Lost  Child  and  Distractor, 
Adjuster,  and  Flight;  (c)  Mascot  and  Placater,  Placater,  and 
Perfectionistic;  and  (d)  Scapegoat  and  Blamer  (Black  has  no 
description  for  this  role),  and  Fight. 

Therefore,  despite  ostensibly  positive  rewards,  i.e., 
Responsible  Ones  are  successful,  Adjusters  are  adaptable,  and 
Placaters  are  appreciated,  dysfunctional  family  role 
positions  produce  life-long  negative  consequences  for  ACOAs. 
Their  adult  roles  are  either  hauntingly  similar  to  family  of 
origin  roles  or  change  according  to  external  expectations 
(Lawson  et  al.  ,  1983)  . 

Role  positions  and  coping  behaviors  described  by 
Wegscheider,  Satir,  Black,  and  Booz-Allen  and  Hamilton 
researchers  are  often  enacted  at  the  expense  of  the  ACOA's 
emotional  and  biological  health.   They  hinder  psychological, 
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physical,  and  interpersonal  development  by  negating  identity, 
blocking  life-cycle  transitions,  supporting  maladaptive 
interpersonal  patterns,  and  maintaining  anxiety-ridden  family 
environments  (Lawson  et  al.,  1983) .   However,  as  long  as 
dysfunctional  roles  provide  secondary  gains  such  as 
interactional  stability  and  socially  acceptable  self-image, 
ACOAs  are  inclined  to  remain  in  familiar,  dysfunctional  role 
positions  throughout  life  (Black,  1979,  1981,  1986;  Giglio  & 
Kaufman,  1990;  Lawson  et  al.,  1983;  Rivinus,  1991;  Snubby, 
1990;  Tweed  &  Ryff,  1991;  Wegscheider,  1981)  . 
Disrupted  Family  Ritual  Patterns 

Rituals  are  predictable  behavior  patterns  that  help  form 
and  maintain  a  family's  collective  sense  of  identity.   They 
are  a  symbolic  form  of  communication  acted  out  in  a 
systematic  fashion  over  time  (Wolin  &  Bennett,  1984) .   Like 
societal  rituals,  family  rituals  reinforce  group  identity  and 
are  often  modeled  on  previous  generations. 

Specifically,  family  rituals  contribute  to  the 
establishment  and  preservation  of  individual  identity 
formation,  role  position (s),  rule  delineation,  and  anxiety 
management  (Bennett,  Wolin,  &  Reiss,  1988;  Bennett  et  al., 
1987;  Imber-Black,  1988,  1991;  Imber-Black  &  Roberts,  1992; 
Imber-Black,  Roberts,  &  Whiting,  1988;  Wolin  &  Bennett,  1984; 
Wolin  et  al.,  1980) .   Used  to  transmit  values,  attitudes,  and 
goals,  family  rituals  universally  span  three  categories: 


1.   Family  celebrations — holidays  or  rites  of 

developmental  passage  that  are  heavily  influenced  by 
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the  family's  cultural,  religious,  and  ethnic  origins 
(e.g.,  Christmas  or  bar  mitzvahs);  emphasis  is  on 
marking  the  passage  of  time  and  the  progress  of  the 
family  through  its  developmental  stages. 

2.  Family  traditions — common  events  shared  by  a  culture 
but  which  vary  and  are  idiosyncratic  to  specific 
families,  such  as  family  vacations,  anniversaries, 
or  birthdays.   Emphasis  in  family  traditions  is  on  a 
group-family  identity  as  a  member  of  the  larger 
culture . 

3.  Patterned  family  interactions — the  least  deliberate, 
most  covert,  least  standardized,  and  most  variable 
over  time  of  rituals  whose  function  is  to  define 
role  positions,  rules,  and  responsibilities  as  well 
as  organize  daily  life  (e.g.,  regular  dining  times, 
bedtime  routines,  leisure  activities,  and  customary 
treatment  of  guests).  (Wolin  &  Bennett,  1984, 

p.  404-406) 

As  children,  ACOAs  experienced  family  of  origin  rituals 
in  confusing  and  painful  ways  (Bennett,  Wolin,  &  Reiss,  1988; 
Bennett  et  al.,  1987;  Deutsch,  1982;  Imber-Black,  1988,  1991; 
1992;  Imber-Black  &  Roberts,  in  press;  Imber-Black,  Roberts, 
&  Whiting,  1988;  Rivinus,  1991;  Snubby,  1990;  Sparr, 
Erstling,  &  Boehnlein,  1990;  Wilson  &  Blocker,  1990;  Wolin  & 
Bennett,  1984;  Wolin  et  al.,  1980).   Some  alcohol-affected 
families  keep  rituals  intact  and  do  not  allow  the  behavior  of 
the  intoxicated  person  to  diminish  participation  in 
ritualistic  family  events.   Other  families  permit  alcohol- 
related  behavior  to  disrupt  or  take  the  place  of  family 
ritual  patterns  (Bennett  et  al.,  1980;  Finley,  1983;  Imber- 
Black,  1988,  1991;  Imber-Black  &  Roberts,  in  press;  Imber- 
Black,  Roberts,  &  Whiting,  1988;  Jacob,  Seilhamer,  &  Rush, 
1989;  Rivinus,  1991;  Wilson  &  Blocker,  1990;  Wolin  &  Bennett, 
1984;  Wolin  et  al.,  1980). 
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Rituals  that  are  disrupted  or  changed  by  parental 
drinking  behavior  negatively  affect  individual  and  family 
identity  development.   Conversely,  rituals  that  are  protected 
and  continued  despite  parental  drinking  positively  affect 
individual  and  family  identity  development.   Additionally, 
the  family's  ability  to  protect  and  maintain  rituals  from 
parental  drinking  seems  to  reflect  its  ability  to  protect  the 
children  from  intergenerational  consequences  of  alcohol  abuse 
(Bennett  et  al.,  1987;  Bennett,  Wolin,  &  Reiss,  1988;  Finley, 
1983;  Imber-Black,  Roberts,  &  Whiting,  1988;  Imber-Black, 
1988,  1991;  Imber-Black  &  Roberts,  in  press;  Wolin  &  Bennett, 
1984;  Wolin  et  al.,  1980). 
Developmental  Transition  Difficulties 

Healthy  families  have  members  who  have  different  roles 
and  perform  different  functions.   Family  members'  roles 
change  at  different  stages  of  the  life  cycle.   As  healthy 
persons  progress  through  transitional  phases,  their  roles 
adapt  and  accommodate  to  changing  life  demands  and 
expectations  (Carter  &  McGoldrick,  1980;  Deutsch,  1982; 
Snubby,  1990) .   The  transitional  phase  of  leaving  home  is 
especially  critical  in  normal  life-cycle  development  (Haley, 
1980).   The  family's  response  to  the  child's  negotiation  of 
detaching  from  the  family  has  life-long  ramifications. 


We  see  a  new  family  life  cycle  beginning  at  the  stage  of 
the  'unattached  young  adult',  whose  adequate  or 
inadequate  completion  of  the  primary  task  of  coming  to 
terms  with  his  or  her  family  of  origin  will  most 
profoundly  influence  whom,  when,  and  how  he  or  she 
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marries  and  all  succeeding  stages  of  the  new  family  life 
cycle.   (Carter  &  McGoldrick,  1980,  p.  13) 


Many  ACOAs  negotiate  the  developmental  transition  of 
leaving  home  or  becoming  an  unattached  (differentiated)  young 
adult  in  a  predictably  negative  fashion.   Many  are  unable  to 
psychologically  or  physically  separate  or  differentiate  from 
their  parents  (Friedman,  1985,  1991;  Lawson  et  al . ,  1983; 
Lerner,  1989;  Protinsky  &  Ecker,  1990;  Shean  &  Lease,  1991; 
Snubby,  1990;  Transeau  &  Eliot,  1990;  Woititz  &  Garner, 
1990) .   For  many  ACOAs,  leaving  home  as  an  unattached  young 
adult  does  not  occur,  occurs  physically  but  not 
psychologically,  or  is  abrupt  and  conflictual.   Experiencing 
little  or  no  sense  of  identity  or  control  over  their  lives, 
ACOAs  find  that  they  experience  less  anxiety  when  they  delay 
leaving  home.   Although  the  family  environment  has  many 
negative  qualities,  it  is  a  familiar  situation.   As  a  result, 
psychologically,  and  often  physically,  ACOAs  remain  at  home 
in  a  type  of  life  cycle  arrest. 
Dysfunctional  Communication  Patterns 

ACOAs  often  experienced  inconsistent,  incongruent,  and 
unclear  verbal  and  non-verbal  family  of  origin  communication 
patterns.   In  fact,  communication  patterns  in  alcohol- 
affected  families  challenge  the  notion  that  words  have 
meanings,  or  that  word  meanings  are  consistent  over  time 
(Deutsch,  1982) .   Messages  are  frequently  changed  or  negated 
in  the  very  next  statement  (Berenson,  1976;  Giglio  &  Kaufman, 
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1990;  Lawson  et  al.,  1983;  Leonard  &  31ane,  1990;  Rivinus, 
1991;  Snubby,  1990;  Woititz,  1983;  Woititz  &  Garner,  1990) . 

Dysfunctional  communication  patterns  in  alcohol-af fectzed 
homes  have  both  overt  and  covert  meanings.   Covert 
communication  in  such  families  is  heavily  "salted"  with 
double-bind  messages,  i.e.,  the  message  sender  repeatedly 
gives  two  different,  conflicting  messages  at  the  same  time, 
typically  one  verbal  and  one  nonverbal  (Imber-Black,  1991; 
Kinney  &  Leaton,  1987;  Lawson  et  al.,  1983;  Leonard  &  Blane, 
1990;  Rivinus,  1991;  Snubby,  1990;  Woititz  &  Garner,  1990) . 
The  child  "loses"  no  matter  which  message  is  followed. 

Families  with  frequent  double-bind  communication 
patterns  skillfully  use  words  to  control,  hurt,  or  manipulate 
vulnerable  members  (Deutsch,  1982;  Finley,  1983;  Imber-Black, 
1991;  Lerner,  1989;  Rivinus,  1991;  Snubby,  1990)  .   Parents 
often  blatantly  "say"  one  thing  yet  "do"  another.   Examples 
include  parents  who  continually  threaten  to  leave,  yet  stay; 
parents  who  regularly  promise  to  quit  drinking,  yet  continue; 
and  parents  who  make  commitments  that  are  "forgotten."   Over 
time  family  members  predictably  react  with  conflictual, 
argumentative,  distrusting,  and  distancing  responses. 
Children  from  these  homes  become  confused  because  clear, 
direct,  and  consistent  communication  was  necrligible  or  short- 
lived (Ackerman,  1986;  Deutsch,  1982;  Finley,  1983;  Leonard  & 
Blane,  1990;  Rivinus,  1991;  Snubby,  1990;  Woititz  &  Garner, 
1990)  . 


Adult  children  of  alcoholic  family  of  origin 
communication  patterns  also  are  loaded  with  messages  that 
contain  obvious  half-truths,  lies,  and  double-standard  rules. 
According  to  Finley  (1983),  examples  of  maladaptive  rules 
that  govern  dysfunctional  family  communication  patterns 
include  (a)  keep  parental  drinking  a  family  secret; 
(b)  listen  in  silence  while  the  nonalcoholic  parent  complains 
about  the  alcoholic's  behavior;  (c)  do  not  acknowledge  your 
personal  hurt,  rejection,  or  need  for  help;  and  (d)  do  not 
acknowledge  drunken  parental  behavior  for  fear  of  being  hurt 
or  abused.   In  order  to  survive  in  this  environment,  ACOAs 
learn  to  communicate  dysfunctionally,  screen  or  ignore  verbal 
messages,  and  hypervigilently  attend  to  nonverbal  messages, 
i.e.,  messages  conveyed  through  action,  innuendo,  or  body 
language  (Lawson  et  al.,  1983;  Snubby,  1990). 
Sociocultural  Conflicts 

Adult  children  of  alcoholics  are  heavily  influenced  by 
sociocultural  norms.   Because  alcohol-affected  families  are 
preoccupied  with  survival  issues,  family  norms  and 
expectations  often  extend  or  mirror  societal,  ethnic,  or 
religious  expectations.   Because  societal  norms  (rules) 
transform  over  generations,  i.e.,  different  generations  have 
different  norms,  ACOAs  are  impacted  by  conflictual  societal 
rules,  norms,  and  expectations.   The  women's  movement, 
economic  upheavals,  single-parent  issues,  and  dual  career 
concerns  also  have  reeked  havoc  with  traditional  societal 
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norms  over  generations  (Ackerman,  1986;  Lawson  et  al.,  1983; 

Lerner,  1989;  Snubby,  1990) . 

Although  the  American  society  overtly  supports  equal 

rights,  shared  leadership,  and  co-responsibility  between 

partners,  it  still  condones  many  families  that  maintain 

traditional  norms,  expectations,  and  roles.   Instead  of 

supporting  outwardly  espoused  equal  rights  principles, 

society  covertly  supports  the  dominance-submission  struggle 

in  traditional  families  (Lawson  et  al.,  1983;  Lerner,  1989; 

Snubby,  1990) .   Therefore,  many  ACOAs  were  raised  and  ruled 

by  autocratic  fathers,  second-in-command  mothers,  and 

children  who  were  in  a  hierarchical  pecking  order  according 

to  age . 

Similar  and  Dissimilar  Characteristics  of  Adult  Children  of 
Alcoholics, Anorexics,  and  Bulimics 

Because  of  common  experiences  such  as  parenting  styles 

and  home  environments,  ACOAs  share  many  personality 

characteristics  and  interpersonal  problems  with  other  young 

and  midlife  adults  at  risk  for  mental  health  problems. 

However,  although  many  young  and  midlife  adults  share  similar 

personality  structures,  they  frequently  exhibit  different 

symptomology  and  behavior  patterns. 

Similar  Characteristics 

Adult  children  of  alcoholics,  anorexics,  and  bulimics 
share  several  general  characteristics.   Relatively  unknown  in 
the  1940s,  they  have  greatly  increased  in  number  since  the 
late  1950s.   Problems  experienced  by  ACOAs,  anorexics,  and 
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bulimics  are  often  difficult  to  overcome  because  of  the  long 
nature  of  onset  and  the  covert  quality  of  symptoms.   Although 
acute  symptomology  usually  shows  up  during  adolescence  for 
anorexics,  and  adolescence  to  midlife  for  ACOAs  and  bulimics 
(i.e.,  86%  of  bulimics  fall  between  the  ages  of  15-30),  these 
conditions  are  usually  stages  of  problems  that  were  dormant 
or  chronic  since  early  childhood  (Garner  &  Garfinkel,  1985) . 
However,  despite  acute  flare-ups  of  dysfunctional  behavior, 
ACOAs,  bulimics,  and  anorexics  are  often  able  to  disguise 
overt  symptomology  (Garner  &  Garfinkel,  1985;  Vanderlinden, 
Norre,  &  Vendereycken,  1992;  Willard,  1990) . 

Adult  children  of  alcoholics,  anorexics,  and  bulimics 
share  personal  problems.   Relationship  and  leaving  home 
issues  commonly  precipitate  specific  dysfunctional  behavior. 
Symptomology  is  often  triggered  by  discomforting  problems 
which  may  include  (a)  doubts  about  femininity  or  masculinity; 
(b)  discrepancies  between  idealized  expectations  and 
realistic  limitations;  (c)  difficulties  with  parents; 
(d)  relationship  conflicts  concerning  violence,  infidelity, 
separation,  or  divorce;  (e)  role  reversals;  (f)  absence  of 
support  systems;  (g)  anger;  (h)  academic  difficulties; 
(i)  change  in  physical  appearance;  (j)  relationship 
difficulties;  (k)  changes  in  academic,  career,  or 
geographical  location;  or  (1)  loss  of  a  significant  other 
(Claydon,  1987;  Garner  &  Garfinkel,  1985;  Harman,  1991; 
Heatherton  &  Baumeister,  1991;  Johnson  &  Connors,  1987; 
Lawson  et  al . ,  1983;  Lerner,  1989;  Rothenberg,  1990; 


Schachtel  &  Wilborn,  1990;  Schumrum  &  Hartman,  1988;  Snubby, 
1990;  Vanderlinden,  Norre,  &  Vendereycken,  1992;  Willard, 
1990)  . 

Adult  children  of  alcoholics,  anorexics,  and  bulimics 
also  are  similar  in  that  they  share  specific  characteristics. 
They  typically  suffer  from  low  self-esteem,  self-regulatory 
deficits,  leaving  home  issues,  identity  fears,  depression, 
cognitive  distortions,  disturbances  with  boundaries  that 
separate  self  from  others,  and  tendencies  for  perfectionism, 
compliancy,  and  skepticism.   They  also  often  function  with 
abnormally  high  levels  of  conflict,  anxiety,  and  compulsive 
behavior  (Claydon,  1987;  Garner  &  Garfinkel,  1985;  Haack  & 
Alim,  1991;  Harman,  1991;  Heatherton  &  Baumeister,  1991; 
Johnson  &  Connors,  1987;  Lawson  et  al.,  1983;  Lerner,  1989; 
Rothenberg,  1990;  Schachtel  &  Wilborn,  1990;  Schumrum  & 
Hartman,  1988;  Snubby,  1990;  Vanderlinden,  Norre,  & 
Vendereycken,  1992;  Wegscheider,  1981;  Willard,  1990; 
Woititz,  1983,  1985) . 

Introceptive  awareness.   Adult  children  of  alcoholics 
and  eating  disordered  individuals  suffer  from  introceptive 
awareness  difficulties,  i.e.,  the  inability  to  accurately 
identify,  articulate  and  "decode"  internal  states  and 
feelings  (Bruch,  1978;  Rivinus,  1991;  Rubio-Stipec  et  al., 
1991;  Snubby,  1990;  Vanderlinden,  Norre,  &  Vendereycken, 
1992;  Wegscheider,  1981;  Willard,  1990;  Woititz,  1983)  .   They 
don't  know  how  they  feel,  what  they  feel,  or  how  to  respond 
to  body  cues  and  sensations.   Subsequently,  ACOAs,  anorexics, 
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and  bulimics  tend  to  misinterpret  negative  internal  signals 
as  positive,  e.g.,  stomach  pain  from  dieting  may  be 
misinterpreted  as  a  pleasurable  experience  or  a  sign  of 
accomplishment.   Because  they  are  less  able  to  respond 
accurately  to  internal  cues,  they  are  easily  influenced  by 
external  cues,  desires,  and  demands  from  others  (Garner  & 
Garfinkel,  1985;  Johnson  &  Connors,  1987;  Lawson  et  al . , 
1983;  Rivinus,  1991;  Snubby,  1990;  Vanderlinden,  Norre,  & 
Vendereycken,  1992;  Wegscheider,  1981;  Willard,  1990) . 

Cognitive  and  perceptual  distortions.   Adult  children  of 
alcoholics,  anorexics,  and  bulimics  also  are  similar  in  that 
they  tend  to  distort  cognitions  and  perceptions.   Their 
thinking  tends  to  be  dichotomous,  absolute,  concrete,  and 
extreme.   For  example,  if  the  eating  disordered  individual 
and  the  achievement-oriented  ACOA  fail  to  perfectly 
accomplish  rigid,  predefined  goals,  they  perceive  themselves 
as  "complete"  failures  or  "bad"  persons.   They  tend  to 
magnify  imperfections  and  minimize  successes.   Additionally, 
selective  attending,  overgeneralizing  of  negatives,  and 
pervasive  catastrophizing,  allow  ACOAs,  bulimics,  and 
anorexics  to  maintain  states  of  cognitive  turmoil.   Governed 
by  the  "tyranny  of  the  shoulds, "  they  all  carry  on  incessant, 
internal,  negative  dialogues  (Garner  &  Garfinkel,  1985; 
Horney,  1945,  1950;  Johnson  &  Connors,  1987;  Lawson  et  al., 
1983;  Rivinus,  1991;  Schumrum  &  Hartman,  1988;  Snubby,  1990; 
Vanderlinden,  Norre,  &  Vendereycken,  1992;  Wegscheider,  1981; 
Willard,  1990)  . 
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Feelings  of  ineffectiveness.   Although  many  ACOAs, 
bulimics,  and  anorexics  are  overachievers,  they  harbor 
intense  internal  feelings  of  ineffectiveness.   Their  self- 
concepts  are  often  abysmally  low.   They  engage  in  harsh  self- 
criticism,  expect  failure,  and  often  feel  they  have  no 
control  over  external  events  or  internal  resources  for 
avoiding  failure.   Possessing  unrealistically  high 
expectations,  ACOAs,  anorexics,  and  bulimics  lack  adequate 
levels  of  effectiveness  to  self-affirm,  self-protect,  or 
self-criticize.   Therefore,  they  require  unusually  high 
levels  of  approval  from  others.   This  in  turn  often 
necessitates  relinquishing  their  already  minimal  sense  of 
internal  effectiveness.   Consequently,  ACOAs,  anorexics,  and 
bulimics  increasingly  depend  on  external  sources  for  senses 
of  identity,  efficacy,  and  competency.   This  results  in 
decreasing  reliance  on  internal  sources  of  self- 
assertiveness,  self-control,  self-regulation,  and  self- 
effectiveness  (Berkowitz  &  Perkins,  1988;  Ferrari,  1991; 
Friedman,  1991;  Garner  &  Garfinkel,  1985;  Heatherton  & 
Baumseister,  1991;  Johnson  &  Connors,  1987;  Lawson  et  al., 
1983;  McCown,  Carise,  &  Johnson,  1991;  Rivinus,  1991; 
Schumrum  &  Hartman,  1988;  Snubby,  1990;  Vanderlinden,  Norre, 
&  Vendereycken,  1992;  Wegscheider,  1981;  Willard,  1990; 
Woititz,  1983,  1985) . 

Inhibited  development.   Adult  children  of  alcoholics, 
anorexics,  and  bulimics  have  similar  developmental  deficits. 
They  are  not  "allowed"  normal  behavior  reversals  that 
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typically  predict  young  adult  psychological  health  and  occur 
predictably  before  and  during  adolescence.   These  reversals 
include  behaviors  that  change  from  (a)  little  complaining  to 
frequent  whining,  (b)  high  self-assurance  to  low  self- 
confidence,  (c)  independent  behavior  to  dependent  behavior, 
and  (d)  impulse  control  to  temper  outbursts  (Garner  & 
Garfinkel,  1985).   Instead,  ACOAs,  anorexics,  and  bulimics 
were  generally  expected  by  their  families  to  be  "good 
children"  and  were  required  by  their  parents  to  be  less 
whiny,  more  self-confident,  more  independent,  and  less 
explosive  than  other  children  their  age  (Garner  &  Garfinkel, 
1985;  Johnson  &  Connors,  1987;  Lawson  et  al.,  1983;  Snubby, 
1990;  Vanderlinden,  Norre,  &  Vendereycken,  1992;  Wegscheider, 
1981;  Willard,  1990;  Woititz,  1983) .   These  parental 
expectations  were  often  reinforced  by  society,  i.e.,  school 
systems,  relatives,  and  religious  organizations.   However,  if 
these  behaviors  reversals  are  truncated,  modified  or 
bypassed,  they  become  predictors  of  adolescents  with  poor 
mental  health  (Garner  &  Garfinkel,  1985)  . 

Family  conflict .   Adult  children  of  alcoholics, 
anorexics,  and  bulimics  share  similar  family  descriptors, 
including  high  levels  of  overt  and  covert  conflict.   Marital 
discord  is  present,  often  with  children  asked  to  form 
alliances  with  one  parent  against  another.   Because  mothers 
are  often  dominant,  depressed,  psychosomatic,  and  overwhelmed 
with  responsibility  for  raising  children,  and  fathers  are 
physically  or  emotionally  distant,  impulsive,  hostile,  or 
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withdrawn,  and  suffer  from  low  frustration  tolerance, 
children  in  these  families  are  frequently  targets  of  physical 
or  verbal  abuse  from  dysfunctional  parents.   Siblings  feel 
distinctively  different  from  one  another  and  experience 
intense  sibling  rivalry  (Garner  &  Garfinkel,  1985;  Giglio  & 
Kaufman,  1990;  Heatherton  &  Baumeister,  1991;  Jacob, 
Seilhamer,  &  Rushe,  1989;  Johnson  &  Connors,  1987;  Lawson  et 
al.,  1983;  McCann  &  Pearlman,  1990;  Richards,  1989; 
Rothenberg,  1990;  Rubio-Stipec  et  al.,  1991;  Rivinus,  1991; 
Ryan,  1991;  Shean  &  Lease,  1991;  Snubby,  1990;  Vanderlinden, 
Norre,  &  Vendereycken,  1992;  Wegscheider,  1981;  Willard, 
1990;  Wilson  &  Blocker,  1990;  Woititz,  1983,  1985)  . 

Despite  internal  dysfunctions,  families  in  which 
anorexia,  bulimia,  or  alcoholism  is  present  place  extreme 
importance  in  maintaining  a  well-functioning,  interpersonally 
harmonious,  external  facade.   Efforts  are  continuously 
coordinated  around  appearing  stylishly  attractive, 
inordinately  successful,  socially  acceptable,  and 
academically  or  occupationally  advanced  (Balis,  1986;  Garner 
&  Garfinkel,  1985;  Heatherton  &  Baumeister,  1991;  Johnson  & 
Connors,  1987;  Lawson  et  al.,  1983;  Rivinus,  1991; 
Rothenberg,  1990;  Snubby,  1990;  Vanderlinden,  Norre,  & 
Vendereycken,  1992;  Wegscheider,  1981;  Willard,  1990; 
Woititz,  1983,  1985)  . 
Dissimilar  Characteristics 

Although  ACOAs  are  in  some  ways  similar  to  other 
apparently  well-functioning  young  adults  from  dysfunctional 
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homes,  they  also  exhibit  different  symptomology  and 
problematic  behavior.   They  share  similar  personality 
structures  and  environmental  conditions,  but  display 
different  ways  of  presenting  pathology. 

Gender  ratios.   The  most  readily  apparent  difference  is 
gender-related:   ACOAs  mirror  the  male-female  gender  ratio  of 
the  general  population,  while  eating  disordered  individuals 
are  almost  exclusively  female.   Only  about  1%  of  the  male 
population  fits  the  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders,  Third  Edition  -  Revised  (1987),  criteria 
for  bulimia  (Claydon,  1987;  Garner  &  Garfinkel,  1985;  Johnson 
&  Connors,  1987;  Vanderlinden,  Norre,  &  Vendereycken,  1992; 
Willard,  1990)  . 

Body-image  disturbances.   ACOAs  also  are  different  from 
bulimics  and  anorexics  in  that  eating  disordered  individuals 
exhibit  body  image  disturbances.   Their  body  images  may  vary 
from  mild  distortion  and  dissatisfaction  to  delusional 
distortion  and  pervasive  dissatisfaction  that  severely 
impacts  the  quality  of  life.   Unlike  ACOAs,  whose  symptoms 
may  be  more  disguised,  anorexics  and  bulimics  engage  in 
obsessive,  time-consuming  activities  that  revolve  around 
compulsions  with  dieting  and  body  weight  (Garner  &  Garfinkel, 
1985;  Heatherton  &  Baumeister,  1991;  Johnson  &  Connors,  1987; 
Rothenberg,  1990;  Vanderlinden,  Norre,  &  Vendereycken,  1992; 
Willard,  1990)  . 

Self-destructive  impulsivity.   Adult  children  of 
alcoholics  are  different  from  bulimics  in  that  ACOAs  are 
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generally  less  self-destructively  impulsive.   Many  bulimics 
lack  self-control  and  self-discipline.   Unlike  well- 
functioning  ACOAs  who  often  avoid  substance  abuse  (at  least 
until  midlife),  bulimics  tend  to  abuse  substances  as  well  as 
food  (Garner  &  Garfinkel,  1985;  Heatherton  &  Baumeister, 
1991;  Johnson  &  Connors,  1987;  Rothenberg,  1990; 
Vanderlinden,  Norre,  &  Vendereycken,  1991;  Wegscheider,  1981; 
Willard,  1990) .   Also,  in  keeping  with  lack  of  self-control, 
bulimics  often  engage  in  extreme  self-destructive,  impulsive 
behaviors  such  as  self-mutilating  behavior,  shoplifting,  and 
promiscuity.   Lacking  rewards  received  from  achievement- 
oriented  behaviors  of  the  apparently  well-functioning  ACOA, 
bulimics  typically  incur  legal  or  life-threatening 
consequences  for  their  impulsivity  (Garner  &  Garfinkel,  1985; 
Johnson  &  Connors,  1987;  Vanderlinden,  Norre,  &  Vendereycken, 
1992;  Willard,  1990)  . 

Mothering .   Mothering  was  often  different  for  the  ACOA, 
anorexic,  and  bulimic.   The  apparently  well-functioning  ACOA 
was  the  family  savior,  often  receiving  maternal  praise, 
approval,  affirmation,  and  acknowledgement  for 
accomplishments  (Wegscheider,  1981) .   In  contrast,  mothers  of 
anorexics  and  bulimics  were  often  highly  critical  of  the 
child's  accomplishments  and  physical  appearance.   Bulimics  in 
particular  were  often  made  to  feel  childishly  inadequate  and 
physically  unacceptable  (Garner  &  Garfinkel,  1985;  Johnson  & 
Connors,  1987;  Rothenberg,  1990;  Vanderlinden,  Norre,  & 
Vendereycken,  1992;  Willard,  1990) . 
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Mothers  of  daughters  with  eating  disorders  often  express 
their  influence  over  their  daughters  through  food,  i.e., 
mothers  are  overly  concerned  about  what  will  be  eaten,  in 
what  order,  and  when.   This  outwardly  benign  concern  over 
"health  and  nutrition"  is,  in  actuality,  a  covert  control 
issue  between  mother  and  daughter  which  retards 
differentiation  (Chernin,  1985;  Garner  &  Garfinkel,  1985; 
Johnson  &  Connors,  1987)  . 

Maternal  approval  of  an  acceptable  body  image  (often 
acquired  through  rigorous  dieting  efforts)  brings  the  bulimic 
in  particular,  relief  from  incessant  maternal  (and  societal) 
criticisms.   At  the  same  time,  food  temporarily  affords  the 
eating  disordered  bulimic  internal  relief  from  anxiety 
resulting  from  mother-daughter  conflict,  and  paradoxically 
provides  some  sense  of  fulfillment  and  self-soothing 
(Chernin,  1985;  Garner  &  Garfinkel,  1985;  Johnson  &  Connors, 
1987;  Vanderlinden,  Norre,  &  Vendereycken,  1992;  Willard, 
1990)  . 

Sociocultural  gender  norms.   Adult  children  of 
alcoholics,  bulimics,  and  anorexics  are  socioculturally 
impacted  in  different  ways.   Apparently  well-functioning 
ACOAs  are  outwardly  synchronized  with  societal  values  of 
achievement  and  success.   Anorexics  and  bulimics  are  at  odds 
with  unrealistic  societal  values,  i.e.,  the  idealization  of 
the  androgynous  boy-like  body-form  which  is  biologically 
unobtainable  for  the  majority  of  American  women. 
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Societal  beliefs  about  thinness,  dieting,  appearance, 
and  the  glorification  of  youth  dominate  the  American  culture 
3eautiful  women  are  valued  as  good  women.   Thin  women  are 
perceived  as  more  personable.   Attractive  women  advance 
further  in  their  careers.   Struggling  against  their  natural, 
biological  weight,  anorexics  and  bulimics  consistently  and 
detrimentally  strive  to  achieve  the  unachieveable  (Chernin, 
1985;  Garner  &  Garfinkel,  1985;  Heatherton  &  Baumeister, 
1991;  Johnson  &  Connors,  1987;  Rodeheaver  &  Stohs,  1991; 
Rothenberg,  1990;  Vanderlinden,  Norre,  &  Vendereycken,  1992; 
Willard,  1990) . 

Polysymptomatic .   Bulimics  and  anorexics  appear  to  be 
polysymptomatic  and  more  severely  dysfunctional  than  the 
apparently  well-functioning  ACOAs,  who  appear  to  have  less 
severe,  neurotic  tendencies.   Bulimics  and  anorexics  tend  to 
suffer  from  lifelong  personality  disturbances.   Personality 
disordered  bulimics  and  anorexics  may  be  more  chaotic, 
impulsive,  rageful,  fragile,  and  depressed.   They  use  more 
primitive  psychological  defenses  such  as  splitting  (i.e., 
dividing  the  world  into  good  and  bad  or  all  or  none 
categories),  dissociation,  and  delusional  thinking.   Other 
personality  disordered  bulimics  and  anorexics  are  secretive, 
overly  sensitive  to  intrusion,  solitary,  and  extremely 
fearful  of  being  controlled  by  others.   They  have  trouble 
associating  with  people  and  tend  to  be  unable  to  sustain 
commitments  or  have  meaningful  relationships  (Garner  & 
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Garfinkel,  1985;  Johnson  &  Connors,  1987;  Vander linden, 
Y.orze,    &  Vendereycken ,  1992;  Willard,  1990)  . 

In  contrast,  the  more  neurotic,  apparently  well- 
functioning  ACOA  experiences  discomfort  in  relation  to  more 
clear-cut  developmental  or  environmental  causes.   Identity 
and  achievement  issues,  sexuality,  anger,  and  reactive  mood 
swings  characterize  the  more  functional  ACOA.   These  less 
disordered  individuals  tend  to  be  more  stable  occupationally 
and  to  maintain  some  semblance  of  interpersonal  relationships 
(Bennett,  Wolin,  &  Reiss,  1988;  Giglio  &  Kaufman,  1990; 
Goodman,  1987;  Jacob,  Seilhamer,  &  Rushe,  1989;  Lawson  et 
al.,  1983;  Richards,  1989;  Rivinus,  1991;  Schwartzberg  & 
Schwartzberg,  1990;  Snubby,  1990;  Steinglass  et  al.,  1987; 
Transeau  &  Eliot,  1990;  Tweed  &  Ryff,  1991;  Wegscheider, 
1981;  Woititz,  1983,  1985) . 

Physical  complications.   Eating  disordered  individuals 
also  differ  from  ACOAs  in  that  anorexia  and  bulimia  may  be 
life  threatening.   Anorexics  suffer  from  distinct  physical 
and  mental  complications  resulting  from  severe  weight  loss. 
Loss  of  more  than  25%  of  original  body  weight  results  in 
interrupted  brain  sensory  and  cardiac  impulses, 
hallucinations,  anhedonia  (i.e.,  the  lack  of  pleasurable 
feelings  or  drives),  gastrointestinal  complications, 
irritability,  hypersensitivity  to  noise  and  light,  and 
reduced  strength,  motor  coordination,  and  sensory  control. 
Bulimics  suffer  from  dramatic  weight  shifts,  changed  base 
metabolism  rates,  electrolyte  imbalances,  cardiac 
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irregularities,  kidney  dysfunctions,  neurological 
abnormalities,  gastrointestinal  disturbances,  dental 
deterioration,  anxiety,  dehydration,  sleep  disturbances,  and 
menstrual  difficulties  (Garner  &  Garfinkel,  1985;  Johnson  & 
Connors,  1987;  Katon  &  Roy-Byrne,  1991;  Vanderlinden,  Norre, 
&  Vendereycken,  1992;  Willard,  1990) . 

Rituals .   Adult  children  of  alcoholics,  anorexics,  and 
bulimics  also  differ  with  regard  to  ritualized  behavior. 
ACOAs  often  lack  rituals  (Bennett,  Wolin,  &  Reiss,  1988; 
Bennett,  Wolin,  Reiss,  &  Teitelbaum,  1987;  Imber-Black,  1988; 
Imber-Black  &  Roberts,  in  press;  Imber-Black,  Roberts,  & 
Whiting,  1988;  Wolin  &  Bennett,  1984;  Wolin,  Bennett,  Noonan, 
&  Teitelbaum,  1980) .   In  contrast,  eating  disordered 
individuals  are  highly  ritualistic.   Although  ritualized 
behaviors  may  serve  some  adaptive  functions,  such  as  warding 
off  depression,  staying  fit,  or  reducing  tension,  most 
rituals  used  by  anorexics  and  bulimics  focus  rigidly  and 
maladaptively  around  food,  weight,  and  exercise  (Andrews  & 
Crino,  1991;  Garner  &  Garfinkel,  1985;  Johnson  &  Connors, 
1987;  Rothenberg,  1990;  Vanderlinden,  Norre,  &  Vendereycken, 
1992;  Willard,  1990) . 

Assessment  Instruments 

The  Personal  Authority  in  the  Family  System 
Questionnaire,  Version  C  (PAFSQ-C)  and  the  Self-Evaluation 
Questionnaire  (SEQ)  were  used  to  assess  differentiation  and 
anxiety.   The  Personal  Data  Form  (PDF)  was  used  to  obtain 
demographic  information.   The  Ritual  Practice  Form  (RPF)  was 
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used  to  assess  commitment  to  use  and  intent  to  adapt 

ritualistic  behaviors.   The  Life  Satisfaction  Scale  (LSS)  was 

used  to  assess  life  satisfaction  and  the  Well-Functioning 

Checklist  (WFC)  was  used  to  assess  role  position. 

The  Personal  Authority  in  the  Family  System  Questionnaire — 
Version  C  (PAFSQ-C) 

The  PAFSQ-C  for  college  students  is  a  theory-based 
measure  of  intergenerational  family  system  processes. 
Assessed  in  the  PAFSQ-C  are  personal  tasks  and  behavior 
patterns  with  peers  and  family  members .   These  tasks  and 
behavior  patterns  of  differentiating  young  adults  include 
(a)  leaving  the  parental  home,  (b)  developing  autonomy  within 
the  family  or  origin,  and  (c)  creating  social  and  intimate 
support  systems  outside  the  family  of  origin  (Bowen,  1976, 
1978;  Bray  &  Harvey,  1987;  Bray  et  al.,  1987;  Bray  et  al., 
1984;  Carter  &  McGoldrick,  1980;  Framo,  1992;  Friedman,  1985; 
1991;  Haley,  1980;  Hansen  &  L'Abate,  1982;  Kerr,  1981;  Kerr  & 
Bowen,  1988)  . 

The  PAFSQ-C  "operationalizes"  individual  and 
interpersonal  aspects  of  current  intergenerational  family 
systems  theory  (Bray  &  Harvey,  1987;  Bray  et  al.,  1987). 
These  aspects  of  intergenerational  family  systems  theory 
include  identity  development  as  a  differentiated  young  adult, 
as  measured  on  the  personal  authority  and  peer  individuation 
scales;  differentiating  within  the  family  of  origin,  as 
measured  on  the  intergenerational  individuation  scale;  lack 
of  differentiation,  as  measured  on  the  intergenerational 
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intimidation  and  intergenerational  trianguiation  scales,  and 
intimacy  as  measured  on  the  intergenerational  intimacy  and 
peer  intimacy  scales  (Bray  &  Harvey,  1987;  Bray  ec  al.,  1987; 
Bray  et  al. ,  1984) . 

Norms .   The  PAFSQ-C  is  designed  to  be  used  by  young 
adults.   Two  major  normative  studies  for  college  populations 
were  done.   Study  I  involved  360  students  in  a  pretest  group 
and  321  students  in  a  posttest  group.   Freshman  comprised  75% 
of  the  sample  and  came  from  intact  families  with  both  parents 
living . 

Study  II  had  two  samples,  one  non-clinical  and  one 
clinical.   The  nonclinical  sample  had  712  subjects:   48%  male 
and  52%  female,  55%  single  and  not  in  a  current  relationship, 
and  43%  single  and  involved  in  a  current  relationship. 
Sixty-eight  percent  of  the  sample  were  young  adults  from 
intact  families  with  both  parents  living.   The  clinical  study 
sample  consisted  of  62  subjects  (Bray  &  Harvey,  1987)  . 

Revisions .   The  Personal  Authority  in  the  Family  System 
Questionnaire  (PAFSQ) ,  forerunner  of  the  PAFSQ-C,  includes  an 
Intergenerational  Trianguiation  Scale.   This  scale,  which 
measures  the  degree  to  which  parents  triangle  or  involve 
their  children  in  marital-family  issues  and  inappropriate 
family  coalitions,  was  eliminated  from  the  PAFSQ-C  because  of 
low  inter-correlations  with  other  PAFSQ-C  scales,  i.e.,  it 
lacked  validity  for  measuring  trianguiation  for  young  adult 
populations  (Bray  &  Harvey,  1987) .   The  PAFSQ 
Intergenerational  Trianguiation  Scale  was  replaced  in  the 
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PAFSQ-C  with  the  Intergenerational  Triangulation  II  Scale 
which  measures  conflicted  triangulation  between  children  and 
their  parents.   This  scale  more  accurately  reflects  how  the 
offspring  (i.e.,  the  young  adult)  experiences  parental 
triangulation  (Bray  &  Harvey,  1987). 

Test  description.   The  PAFSQ-C  is  an  84-item  self- 
report,  pencil-and-paper  instrument  designed  to  measure 
interactional  aspects  of  differentiation  (identity)  in  the 
current  two-generational  family  system.   Responses  to  items 
are  made  on  5-point,  Likert-type  scales  (Bray  &  Harvey, 
1987)  .   Questions  about  current  relationships  with  parents 
and  the  most  significant  other  (e.g.,  spouse,  steady  friend, 
or  lover)  are  presented  before  the  scale  items.   If 
participants  are  not  currently  married,  or  do  not  have 
significant  others,  they  answer  the  questions  as  they  might 
apply  to  their  most  likely  or  most  recent  significant  others. 
Responses  that  best  reflect  those  relationships  are  placed  on 
a  separate  answer  sheet.   There  are  no  "right"  or  "wrong" 
responses  (Bray  &  Harvey,  1987;  Bray  et  al.,  1987)  . 

Scales .   The  PAFSQ-C  has  seven  scales.    Four  scales 
measure  degree  or  lack  of  differentiation,  i.e.,  autonomy, 
individuation,  identity  with  peers  and  parents.   Two  other 
scales  measure  degree  of  intimacy,  i.e.,  ability  to  achieve 
closeness  while  maintaining  self-boundaries  with  peers  and 
parents.   The  seventh  scale  measures  degree  of  personal 
authority,  i.e.,  the  blend  of  differentiation  and  intimacy 
with  adults.   These  seven  scales  are  described  below: 
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Intergenerar.ional  intimacy  is  defined  as  the  ability  to 
have  voluntary  closeness  with  parents  while  maintaining 
distinct,  autonomous,  self  boundaries,  intergenerationai 
intimacy  does  not  include  romantic  and  sexual  components. 
This  scale  measures  the  degree  of  satisfaction,  intimacy, 
trust,  and  self-disclosure  in  a  relationship  with  parents  and 
other  family  members.   Scores  range  from  23  through  115;  the 
higher  the  score,  the  higher  the  degree  of  intimacy  with 
parents  (Bray  &  Karvey,  1987;  Bray  et  al.,  1984) . 

Intergenerationai  individuation  is  defined  as  the 

ability  to  have  an  autonomous,  responsible,  unimpaired, 
nonemotionally  reactive  relationship  with  parents,  this  scale 
measures  the  degree  of  differentiation  or  fusion  with  the 
family  of  origin.   Scores  range  from  8  through  40;  the  higher 
the  score,  the  higher  the  degree  of  intergenerationai 
individuation  (Bray  &  Harvey,  1987;  Bray  et  al.,  1984). 

Personal  authority  is  defined  as  the  ability  to 
synthesize  intimacy  and  differentiation  and  assume  "peerhood" 
with  parents  and  significant  others,  personal  authority  is 
the  developmental  stage  beyond  individuation, 
differentiation,  and  autonomy.   This  scale  measures  the 
ability  to  have  an  intimate  yet  simultaneously  differentiated 
relationship  with  parents.   Scores  range  from  18  through  63; 
the  higher  the  score,  the  higher  the  level  of  personal 
authority  (Bray  &  Harvey,  1987;  Bray  et  al.,  1984). 

Intergenerationai  intimidation  is  defined  as  the 
personal  intimidation  experienced  by  a  child  in  parental 
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relationships,  intergenerational  intimidation  is  the 
inability  to  be  assertive  with  one's  parents.   This  scale 
measures  the  degree  of  personal  intimidation  experienced  by  a 
child  from  his  or  her  parents.   Scores  range  from  8  through 
40;  the  lower  the  score,  the  more  intimidation  between  the 
generations  (Bray  &  Harvey,  1987;  Bray  et  al.,  1984). 

Intergenerational  triangulat ion (II)  is  defined  as  the 

experience  of  the  offspring  in  the  triangulation  process  with 
the  parents,  triangulation  results  in  fusion,  tension,  and 
anxiety  in  family  relationships.   This  scale  measures  the 
amount  of  conflicted  triangulation  (i.e.,  anxiety)  between 
child  and  parents  from  the  child's  perspective.   Scores  range 
from  8  through  40;  the  lower  the  score,  the  more  anxiety, 
tension,  and  fusion  between  the  generations  (Bray  &  Harvey, 
1987;  Bray  et  al.,  1984) . 

Peer  intimacy  is  defined  as  the  ability  to  have 
voluntary  closeness  with  peers  while  maintaining  distinct, 
autonomous,  self  boundaries,  peer  intimacy  may  include 
romantic  and  sexual  components .   This  scale  measures  the 
degree  of  satisfaction,  intimacy,  trust,  and  self-disclosure 
in  a  relationship  with  a  significant  person.   Scores  range 
from  11  through  55;  the  higher  the  score,  the  higher  the 
degree  of  intimacy  with  peers  (Bray  &  Harvey,  1987;  Bray  et 
al.,  1984)  . 

Peer  individuation  is  defined  as  the  ability  to  have 
autonomous,  differentiated,  self-determined,  self- 
responsible,  uncontrolled,  and  unimpaired  relationships  with 
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peers,  this  scale  measures  degree  of  differentiation  or 
fusion  in  a  relationship  with  a  significant  person.   Scores 
range  from  8  through  40;  the  higher  the  score,  the  higher  the 
degree  of  peer  differentiation  (Bray  &  Harvey,  1987;  Bray  et 
al.,  1984). 

Validity.   According  to  its  manual,  validity  for  the 
PAFSQ-C  for  young  adults  is  equivalent  to  the  validity  of  the 
PAFSQ  (Version  A  and  Version  B) .   Validity  for  the  PAFSQ  has 
been  established  in  several  ways. 

Face  and  content  validity  were  evaluated  positively  by 
mental  health  professionals.   Persons  enrolled  in  a  course  on 
"Transgenerational  Family  Therapy"  also  evaluated  each  item 
for  measuring  relevant  behaviors  and  concepts  (Bray  et  al., 
1984)  . 

Discriminant  and  concurrent  validity  were  evaluated  as 
good  (Bray  et  al.,  1987).   Concurrent  validity  was 
established  with  the  Family  Adaptation  and  Cohesion  Scales 
(FACES  I)  and  the  Dyadic  Adjustment  Scale  (DAS) .   FACES  I  and 
the  DAS  measure  nuclear  family  concepts  (Bray  et  al.,  1987). 
The  PAFSQ  Intergenerational  Intimacy  and  Spousal  Intimacy 
Scales  (spousal  intimacy  is  replaced  with  peer  intimacy  in 
the  PAFSQ-C)  have  a  significant  correlation  with  the  FACES  I 
Cohesion  Scale.   There  is  a  low  correlation  between  the  PAFSQ 
and  the  FACES  I  Adaptation  Scale,  suggesting  that  each  scale 
measures  different  phenomena  (Bray  et  al.,  1984).   There  also 
are  low  correlations  between  the  PAFSQ  scales  and  the  Social 
Desirability  scale  of  FACES  I,  except  for  Spousal  Intimacy, 
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Intergenerationai  Individuation  and  Intergenerational 
Intimacy  scales,  which  have  correlations  above  .30,  possibly 
suggestive  that  people  tend  answer  these  scales  in  a 
perceived  socially  desirable  manner  (Bray  et  al.,  1987)  . 

Several  PAFSQ  scales  correlated  significantly  with  the 
DAS.   The  Spousal  Intimacy  Scale,  i.e.,  PAFSQ-C  Peer  Intimacy 
Scale,  has  the  highest  correlation  with  the  DAS,  .69. 
Although  other  scale  correlations  were  not  large,  they  were 
in  the  expected  direction,  i.e.,  persons  with  "greater  dyadic 
adjustment  correlated  with  more  intimacy,  more  individuation, 
and  less  triangulation"  (Bray  et  al.,  1987,  p.  6). 

3ray,  Williamson,  and  Malone  (1984)  also  correlated 
clinical  subject  responses  on  the  PAFSQ,  FACES  II,  and  the 
Symptom  Index  (a  comprehensive  measure  of  physical  and 
psychosomatic  symptoms  and  stress  indicators) .   The  three 
assessment  instruments  were  completed  twice,  once  for  current 
nuclear  family  functioning  and  once  for  family  of  origin 
functioning.   Greater  dyadic  adjustment  was  significantly 
correlated  with  more  intimacy,  differentiation,  and  less 
triangulation,  and  not  highly  correlated  with  the 
intergenerational  scales  (Bray  et  al . ,  1987). 

Significant  correlations  were  found  between  the  PAFSQ 
and  the  nuclear  family  FACES  II  which  supports  previous 
findings  and  extends  them  to  a  clinical  population.   Greater 
cohesion  was  associated  with  more  intimacy,  differentiation, 
personal  authority,  and  less  triangulation.   More 
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adaptability  was  associated  with  more  spousal  intimacy, 
differentiation,  and  less  triangulation  (Bray  ez    al.,  1987). 

Significant  correlations  in  the  expected  directions  were 
found  between  the  PAFSQ  and  the  Symptom  Index.   The 
hypothesized  relationship  between  family  and  psychological 
functioning  and  physical  health  is  supported.   Negative 
correlations  indicate  that  "fewer  physical  and  psychosomatic 
symptoms  and  stresses  correlated  with  more  differentiation, 
intimacy,  and  personal  authority  and  less  intimidation  and 
triangulation"  (Bray  et  al.,  1987,  p.  7). 

Construct  validity  was  established  by  factor  analysis  of 
Study  II  results  (Bray  et  al.,  1984).   Individual  variables 
were  analyzed  in  all  the  scales  except  the  Nuclear  Family 
Triangulation  scale,  which  was  not  included  because  many 
subjects  had  no  children.   Principal  factoring  with 
interaction  using  communality  estimates  in  the  diagonal  and 
oblique  rotation  (Delta  =  0)  allowed  the  conclusion  that  the 
theoretically  constructed  scales  and  the  empirically  derived 
factors  are  both  similar  in  content  and  have  similarly  high 
levels  of  internal  consistency  (Bray  et  al.,  1987). 

Reliability.   Reliability  for  the  PAFSQ-C  is  established 
as  equivalent  to  the  reliability  for  the  PAFSQ.   Reliability 
for  the  PAFSQ  was  assessed  in  two  different  studies  by  Bray, 
Williamson,  and  Malone  (1984) .   In  Study  I,  researchers  used 
a  sample  of  90  nonclinical  subjects  to  evaluate  test-retest 
and  internal  consistency  reliability.   In  Study  II, 
researchers  used  a  sample  of  400  nonclinical  subjects  to 
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complete  a  factor  analysis  on  the  eight  conceptual  scales  of 
the  PAFSQ  (Bray  et  al . ,  1987).   Test-retest:  and  internal 
consistency  reliability  were  good.   The  subjects  in  Study  I 
evaluated  their  current  relationships  with  appropriate  family 
members  at  a  two-week  interval.   Internal  consistency, 
coefficient  alpha,  was  calculated  for  each  scale  at  both  Time 
I  and  Time  II  intervals.   Time  I  coefficients  ranged  from  .82 
to  .95,  with  a  mean  of  .90.  Time  II  coefficients  ranged  from 
.80  to  .95,  with  a  mean  of  .89.   The  reliability  estimates 
were  generally  consistent  across  Time  I  and  Time  II  periods 
(Bray  et  al. ,  1987)  . 

Test-retest  reliability  estimates  ranged  from  .55  to 
.95,  with  a  mean  of  .74.   Reliability  estimates  for  all 
scales  fell  within  an  acceptable  range  except  for  the 
Intergenerational  Individuation  scale. 

The  factor  analysis  for  Study  II  using  Cronbach's  alpha 
for  each  weighted  factor  produced  eight  scales  similar  to  the 
eight  conceptual  scales.   The  alpha  coefficients  ranged  from 
.74  to  .96  and  were  all  within  an  acceptable  range.   When 
compared  with  Study  I  coefficients,  the  theoretically 
constructed  scales  and  the  empirically  derived  factors  had 
reliability  coefficients  with  similarly  high  levels  of 
internal  consistency  (Bray  et  al . ,  1987). 

The  internal  consistency  of  the  PAFSQ  also  was  tested  on 
a  clinical  sample  of  83  subjects.   The  clinical  study 
evaluated  the  effects  of  intergenerational  consultation  on 
family  functioning.   Subjects  completed  the  PAFSQ  following 
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therapy.   Cronbach's  alpha  was  then  calculated  for  each  scale 
score.   Reliability  coefficients  ranged  from  .75  to  .96  (Bray 
et  al.,  1987) . 
Self-Evaluation  Questionnaire — Form  Y  (SEQ) 

"The  twentieth  century  has  been  called  the  Age  of 
Anxiety,  but  concerns  about  fear  and  anxiety  are  as  old  as 
humanity  itself"  (Spielberger,  1983,  p.  1) .   Common  to  man 
and  animal  alike,  anxiety  was  not  fully  recognized  as  a 
distinct  human  condition  until  the  early  1900s.   Freud  was 
among  the  first  to  delineate  the  critical  role  of  anxiety  in 
personality  theory  and  psychological  disorders.   According  to 
Freud,  anxiety  was  the  "fundamental  phenomenon  and  the 
central  problem  of  neurosis;"  it  was  "something  felt — a 
specific  unpleasant  emotional  state  or  condition  of  the  human 
organism  that  included  experiential,  physiological,  and 
behavioral  components"  (Spielberger,  1983,  p.  1) .   However, 
prior  to  1950  there  was  little  research  on  human  anxiety  due 
to  (a)  complexity  of  the  anxiety  construct,  (b)  ambiguity  in 
theoretical  assumptions  about  anxiety,  (c)  lack  of 
appropriate  testing  instruments,  and  (d)  ethical  issues  about 
inducing  anxiety  in  human  subjects  (Spielberger,  1983) . 

Since  1950,  research  concerning  anxiety  has  been 
facilitated  by  anxiety  definition  and  instrument  development 
(Katon  &  Roy-Byrne,  1991;  Kendler,  Kessler,  Heath,  Neale,  et 
al.,  1991;  King,  Ollendick,  &  Gullone,  1991;  Littlepage, 
Morris,  &  Poole,  1991;  Lydiard,  1991;  Rachman,  1991;  Rapee, 
1991;  Reynolds  &  Salkovskis,  1991;  Shean  &  Lease,  1991; 
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Wallbott  &  Scherer,  1991) .   Anxiety  now  can  be  conceived  as 
two  distinct  yet  related  constructs:   State-Anxiety 
(S-Anxiety) ,  which  is  a  relatively  transient,  emotional  state 
or  condition  and  Trait-Anxiety  (T-Anxiety)  ,  which  is  a 
relatively  stable,  individual,  personality  characteristic  of 
anxiety-proneness  (Littlepage,  Morris,  &  Poole,  1991;  Shean  & 
Lease,  1991;  Spielberger,  1983) . 

Cattell  first  delineated  the  two  types  of  anxiety — state 
and  trait  (Spielberger,  1983) .   Generally,  a  "personality 
state"  is  a  person's  transitory  emotional  reaction  to  a 
situation.   Therefore,  an  "emotional  state"  exists  at  a  given 
moment  in  time  and  at  a  particular  level  of  intensity. 
Anxiety  states  are  characterized  by  subjective  feelings  of 
tension,  apprehension,  nervousness,  and  worry,  and  by 
activation  or  arousal  of  the  autonomic  nervous  system.   These 
transitory  states  can  recur  when  a  person  is  appropriately 
stimulated,  and  if  proper  stimuli  exist,  can  persist  over 
time  (Littlepage,  Morris,  &  Poole,  1991;  Spielberger,  1983) . 

In  contrast,  a  "personality  trait"  is  a  predisposition 
acquired  in  childhood  that  endures  over  time.   Personality 
traits  are  relatively  distinct  characteristics  that  affect  a 
person's  perception  of  a  situation  and  contribute  to 
predictable  reactions  in  a  regularly  prescribed  manner. 
Anxiety  traits  are  characterized  by  relatively  stable 
individual  differences  in  anxiety-proneness  and  subsequent 
perceptions  of  a  situation  as  dangerous  or  threatening 
(Spielberger,  1983)  . 
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State-trait  anxiety  theory  reflects  personal  differences 
in  anxiety-proneness  (T-Anxiety)  as  well  as  personal 
differences  in  current  anxiety  levels  (S-Anxiety)  that  result 
from  perceptions  and  reactions  to  stressful  situations. 
T-Anxiety  implies  differences  between  people  in  disposition 
to  respond  to  stressful  situations  with  varying  amounts  of 
S-Anxiety.   The  stronger  the  T-Anxiety,  the  more  probable  the 
individual  will  experience  more  intense  elevations  in 
S-Anxiety  in  a  threatening  situation  (Spielberger,  1983) . 
However,  this  premise  is  not  universal  across  situations. 
Although  high  T-Anxiety  may  affect  S-Anxiety  by 
(a)  heightening  tendency  to  perceive  situations  as 
threatening  or  dangerous,  (b)  increasing  intensity  of 
situational  reactions,  or  (c)  increasing  frequency  of  intense 
anxiety  elevations  in  current  and  future  threatening 
situations,  it  is  uncertain  whether  people  different  in 
T-Anxiety  will  show  corresponding  differences  in  S-Anxiety. 
Persons  with  high  T-Anxiety  scores,  even  though  more  likely 
to  respond  with  greater  increases  in  the  intensity  of 
S-Anxiety  in  situations  that  involve  interpersonal 
relationships  and  threaten  self-esteem,  do  not  appear  to 
respond  to  physical  dangers,  e.g.,  threat  of  electric  shock 
or  imminent  surgery,  differently  from  persons  with  low 
T-Anxiety  (Spielberger,  1983) . 

The  SEQ,  also  known  as  the  State-Trait  Anxiety  Inventory 
(STAI),  operationalizes  S-Anxiety  and  T-Anxiety.  The  SEQ  has 
been  used  more  extensively  in  psychological  research  than  any 
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other  anxiety  measure.   It  is  a  relatively  brief,  objective, 
self-report  instrument  initially  developed  with  college 
students  to  differentiate  between  anxiety  as  a  transitory 
emotional  state  (S-Anxiety)  and  anxiety  as  a  relatively 
stable  personality  trait  (T-Anxiety)  (Spielberger,  1983) . 

Norms .   The  SEQ  was  initially  constructed  and  validated 
at  Florida  State  University  and  has  been  used  in  over  2,000 
studies  since  1970.   Developed  for  use  with  high  school  and 
college  students,  Form  X  was  originally  normed  on  6,000  high 
school  and  college  students.   More  than  5,000  subjects  were 
tested  for  the  construction  and  standardization  of  Form  Y,  a 
"purer  measure  of  anxiety  that  is  relatively  more  independent 
of  depression  than  Form  X"  (Spielberger,  1983,  p.  21) .   One 
normative  sample  for  college  students  consisted  of  855 
college  students,  324  males  and  531  females,  enrolled  in 
introductory  psychology  classes  at  the  University  of  South 
Florida.   Another  normative  sample  consisted  of  656  adults 
ages  19-39;  446  males  and  210  females  (Spielberger,  1983)  . 

Revisions .   The  SEQ  has  been  revised  several  times  since 
1979.   The  construction  and  standardization  of  Form  Y  (which 
replaced  Form  X)  allows  for  better  distinction  between 
S-Anxiety  and  T-Anxiety  for  both  males  and  females.   Thirty 
percent  of  the  original  Form  X  items  were  replaced  to  (a)  aid 
in  the  differential  diagnosis  of  persons  suffering  from 
anxiety  disorders  and  depressive  reactions  by  discriminating 
feelings  of  anxiety  and  depression,  (b)  replace  irrelevant 
items  in  order  to  increase  relevancy  for  certain  groups  and 


10  9 

update  items  whose  meanings  had  changed,  and  (c)  balance  the 
number  of  anxiety-present  and  anxiety-absent  questions 
(Spielberger,  1983) . 

Test  Description.   The  SEQ  Form  Y  is  a  40-item,  self- 
administered  questionnaire  designed  to  measure  S-Anxiety  and 
T-Anxiety.   It  consists  of  two,  20-item  subscales,  the 
S-Anxiety  and  T-Anxiety  scales.   They  are  printed  on  opposite 
sides  of  a  single-page  test  form  (Spielberger,  1983) . 

Scales .   The  S-Anxiety  (Form  Y-l)  scale  consists  of  20 
statements  that  measure  the  intensity  of  current  anxiety 
feelings,  i.e.,  how  a  person  feels  right  now,  at  this  moment. 
It  measures  changes  in  transitory  S-Anxiety,  such  as  feelings 
of  apprehension,  tension,  nervousness,  and  worry. 
Additionally,  the  S-Anxiety  scale  may  be  adapted  to  measure 
how  a  person  (a)  felt  at  a  particular  time  in  the  recent 
past,  (b)  anticipates  how  they  might  feel  in  a  specific 
situation  in  the  future,  or  (c)  anticipates  how  they  might 
feel  in  a  hypothetical  situation  (Spielberger,  1983) . 

S-Anxiety  scores  range  from  20  through  80.   The  mean  for 
male  college  students  is  3  6.47,  with  a  standard  deviation  of 
10.02.   The  mean  for  female  college  students  is  38.76,  with  a 
standard  deviation  of  11.95. 

Scores  on  the  S-Anxiety  scale  have  been  shown  to 
increase  in  response  to  physical  danger  and  psychological 
stress  and  decrease  as  a  result  of  relaxation  training.   As 
such,  the  S-Anxiety  scale  is  capable  of  measuring  pretest  and 
posttest  S-Anxiety  levels  indicative  of  short-term  change 
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resulting  from  counseling,  psychotherapy,  and  behavior 
modification  programs  (Spielberger,  1983) .   Therefore,  the 
S-Anxiety  scale  can  be  used  to  evaluate  the  intensity  of 
S-Anxiety  for  any  situation  or  time  interval  of  interest  to 
an  experimenter  or  clinician. 

The  T-Anxiety  (Form  Y-2)  scale  consists  of  20  statements 
that  measure  the  frequency  of  anxiety  feelings.   It  assesses 
"clinical"  anxiety  in  medical,  surgical,  psychosomatic,  and 
psychiatric  patients.   Psychoneurotic  and  depressed  patients 
usually  have  high  T-Anxiety  scores.   The  T-Anxiety  scale  is 
also  used  to  screen  high  school  and  college  students  as  well 
as  military  recruits  for  anxiety  problems  (Spielberger, 
1983)  . 

T-Anxiety  scores  range  from  20  through  80.   The  mean  for 
male  college  students  is  38.30,  with  a  standard  deviation  of 
9.18.   The  mean  for  female  college  students  is  40.40,  with  a 
standard  deviation  of  10.15. 

Although  the  T-Anxiety  scale  evaluates  immediate  and 
longterm  outcome  of  psychotherapy,  counseling,  behavior 
modification,  and  drug-treatment  programs,  it  has  also  proven 
useful  for  identifying  persons  with  high  levels  of  neurotic 
anxiety,  and  for  subject  selection  for  psychology  experiments 
(Spielberger,  1983) . 

For  the  purposes  of  this  study,  only  the  S-Anxiety  (Form 
Y-l)  scale  was  used.   Although  a  person's  T-Anxiety  may 
influence  the  intensity  of  their  S-Anxiety,  personality 
traits  (T-Anxiety)  are  generally  life-long  characteristics 
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and  resistant  to  short-term,  time-limited  interventions. 
Therefore,  the  T-Anxiety  (Form  Y-2)  scale  was  used  only  for 
screening  purposes.   Participants  three  or  more  standard 
deviations  above  or  below  the  mean  for  their  gender  were 
ineligible  for  PRBT. 

Validity.   There  is  evidence  for  the  SEQ's  construct, 
concurrent,  convergent,  and  divergent  validity.   Reported  in 
the  manual  (Spielberger,  1983)  are  research  findings  related 
to  the  following  four  areas:   (a)  results  of  the  effects  of 
different  amounts  and  types  of  stress  on  S-Anxiety  scores  on 
contrasted  groups  (construct  validity) ,  (b)  correlations 
between  the  S-Anxiety  and  the  T-Anxiety  scales  (construct 
validity) ,  (c)  correlations  of  the  SEQ  scales  with  other 
widely  used  T-Anxiety  measures  (concurrent  validity) ,  and 
(d)  correlations  of  the  SEQ  with  other  personality  tests 
(convergent  and  divergent  validity)  (Spielberger,  1983) . 

Evidence  of  construct  validity  of  the  T-Anxiety  scale  is 
found  in  comparison  of  mean  scores  of  neuropsychiatric 
patient  groups  and  normal  subject  groups,  i.e.,  contrasted 
groups.   Results  from  such  comparison  provide  evidence  that 
the  SEQ  discriminates  between  normal  and  psychiatric  patients 
for  whom  anxiety  is  a  major  symptom,  i.e.,  the 
neuropsychiatric  patients  had  substantially  higher  T-Anxiety 
scores  (Spielberger,  1983) . 

The  T-Anxiety  scale  also  identifies  nonpsychiatric 
patients  with  emotional  problems,  i.e.,  patients  presenting 
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for  surgery  with  psychiatric  complications  had  higher 
T-Anxiety  scores  (Spielberger,  1983) . 

Evidence  of  construct  validity  is  found  in  comparison  of 
social-evaluative  situations  and  physical-danger  situations. 
Acknowledging  that  persons  high  in  T-Anxiety  tend  to  be 
higher  in  S-Anxiety,  state-trait  anxiety  theory  predicts 
higher  correlations  between  S-Anxiety  and  T-Anxiety  in 
social-evaluative  situations,  i.e.,  less  stressful  conditions 
that  pose  some  threat  to  self-esteem  or  evaluate  personal 
adequacy,  and  lower  correlations  in  physical-danger 
situations,  i.e.,  more  stressful  conditions  that  evoke 
threats  of  physical  harm  (Spielberger,  1966,  1972) . 

Several  general  conditions  influence  the  construct 
validity  of  the  SEQ.   Because  S-Anxiety  typically  increases 
in  situations  that  pose  a  threat  to  self-esteem  or  personal 
adequacy,  the  conditions  under  which  the  S-Anxiety  scale  is 
administered  have  important  implications  for  construct 
validity.   Because  T-Anxiety  is  relatively  impervious  to 
testing  conditions  and  S-Anxiety  may  be  influenced  by 
T-Anxiety,  answering  the  S-Anxiety  scale  first  has  important 
implications  for  the  construct  validity  of  the  SEQ 
(Spielberger,  1983) . 

Concurrent  validity  evidence  of  the  T-Anxiety  scale  has 
been  obtained  by  comparing  the  T-Anxiety  scale  with  other 
trait  anxiety  measures.   The  T-Anxiety  Form  X  scale  was 
compared  with  the  IPAT  Anxiety  Scale  (IPAT),  Taylor  Manifest 
Anxiety  Scale  (TMAS) ,  and  Zuckerman  Affect  Adjective 
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Checklist  (AACL) .   Correlations  between  the  SEQ  T-Anxiety 
scale,  IPAT,  and  TMAS  were  relatively  high,  ranging  from  .85 
to  .73.   The  AACL  correlated  only  moderately  at  .52.   This 
suggests  that  the  IPAT,  TMAS,  and  SEQ  T-Anxiety  Scale  are 
essentially  equivalent  measures  of  trait  anxiety  and  the  AACL 
is  a  less  adequate  measure  of  trait  anxiety  (Spielberger, 
1983)  . 

Convergent  and  divergent  validity  evidence  is  found  by 
comparing  the  SEQ  with  other  personality  tests.   The  SEQ  was 
compared  with  the  Minnesota  Multiphasic  Personality  Inventory 
(MMPI),  Cornell  Medical  Index  (CMI) ,  U.S.  Army  Beta 
Intelligence  Test,  Personality  Research  Form  (PRF) ,  Edwards 
Personal  Preference  Schedule  (EPPS) ,  and  Mooney  Problem 
Checklist  (MPC) .   In  general,  larger  correlations  were 
expected  and  found  with  measures  of  emotional  disturbance  and 
psychopathology .   Although  clinical  scales  were  roughly 
comparable  between  two  samples,  S-Anxiety  and  MMPI 
correlations  were  consistently  higher  for  the  more  acutely 
disturbed  population  as  indicated  by  higher  mean  scores  on 
the  MMPI.   Additionally,  differences  in  the  correlations 
between  the  S-Anxiety  and  T-Anxiety  scales  for  different 
samples  also  provide  more  information  about  the  extent  to 
which  the  relationships  among  the  measures  reflect  acute 
anxiety  or  anxiety-proneness . 

Correlations  for  the  SEQ  Form  X  and  the  MMPI  were 
reported  for  two  samples  of  hospitalized,  male 
neuropsychiatric  patients  from  two  Veterans  Administration 
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Hospitals.   The  T-Anxiety  scale  and  associated  MMPI  scales 
had  roughly  comparable  results  in  the  two  samples.   The 
S-Anxiety  scale-MMPI  correlations  were  consistently  higher 
for  one  sample  which,  according  to  the  means  of  their  MMPI 
scores,  were  more  acutely  disturbed  (Spielberger,  1983)  . 

The  Cornell  Medical  Index  correlated  .70  with  both  the 
SEQ  Form  X,  T-Anxiety  and  S-Anxiety  scales.  This  indicates 
that  a  large  number  of  medical  symptoms  are  associated  with 
high  SEQ  scores  (Spielberger,  1983)  . 

Correlations  between  the  SEQ  Form  X  and  the  Army  Beta 
revealed  the  absence  of  a  relationship  between  the  two 
measures.   The  SEQ  is  essentially  unrelated  to  measures  of 
intelligence  or  scholastic  aptitude  (Spielberger,  1983)  . 

Significant  correlations  at  the  .05  and  .01  level 
between  the  SEQ  Form  X  and  the  PRF  were  found  for 
undergraduate  students  who  sought  counseling  at  the  Florida 
State  University  Counseling  Center  for  educational, 
vocational,  and  emotional  problems.   The  mean  S-Anxiety  and 
T-Anxiety  scores  of  clients  with  emotional  problems  were 
significantly  higher  than  those  of  clients  with  educational 
and  vocational  problems.   Respectively,  the  mean  scores  were 
40.37  and  44.39  for  clients  with  emotional  problems  and  36.68 
and  40.03  for  clients  with  educational  and  vocational 
problems.   Significant  positive  or  negative  correlations  as 
appropriate  were  found  between  the  T-Anxiety  scale  and 
subscales  on  the  PRF  that  reflect  enduring  personality 


115 

characteristics  or  significant  emotional  problems 
(Spielberger,  1983)  . 

Significant  correlations  between  T-Anxiety  and  subscales 
on  the  PRF  at  the  .05  level  unless  otherwise  stated  for 
clients  with  emotional  problems  were  as  follows:   Affiliation 
.38;  Aggression  .34;  Dominance  .32;  and  Endurance  .34. 
Significant  correlations  at  the  .01  level  for  clients  with 
emotional  problems  were  as  follows:   Impulsivity  .51; 
Nurturance  .43;  and  Order  .42.   Significant  correlations 
between  T-Anxiety  and  subscales  on  the  PRF  at  the  .05  level 
for  clients  with  vocational  and  educational  problems  were  as 
follows:   Achievement  .20  and  Endurance  .21.   Significant 
correlations  at  the  .01  level  for  the  same  population  were  as 
follows:   Aggression  .44;  Impulsivity  .35;  and  Social 
Recognition  .38.   The  correlations  of  the  S-Anxiety  scale 
with  various  PRF  scales  tended  to  be  similar  to,  but  smaller 
than,  those  obtained  with  the  T-Anxiety  scale  (Spielberger, 
1983)  . 

Correlations  between  the  SEQ  Form  X  and  the  EPPS 
generally  were  not  significant.   Only  the  EPPS  Abasement 
(hostility)  scale  was  significantly  correlated  (.42)  with  the 
T-Anxiety  scale.   This  indicates  the  SEQ  scales  are 
independent  of  the  personality  dimensions  measured  by  the 
EPPS,  except  for  the  Abasement  scale  (Spielberger,  1983). 

The  SEQ  Form  X,  T-Anxiety  scale  and  the  Mooney  Problem 
Checklist  correlated  significantly  in  most  problem  areas  for 
college-age  psychology  students  and  counseling  center 
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clients.   High  T-Anxiety  scores  in  college  students  are 
associated  with  a  larger  number  of  self-reported  problems  and 
suggest  that  anxiety-prone  students  develop  problems  in  many 
areas  (Spielberger,  1983) .   Correlations  significant  at  the 
.01  level  were  as  follows:   Health  and  Physical  Development 
.39  and  .48;  Finances,  Living  Conditions,  and  Employment  .35 
and  at  the  .05  level  .25;  Social  and  Recreational  Activities 
.39  and  .34;  Social-Psychological  Relations  .549  and  .38; 
Personal-Psychological  Relations  .62  and  .49;  Courtship,  Sex, 
and  Marriage  .45  and  .34;  Home  and  Family  .36  and  .30;  Morals 
and  Religion  .36  and  .41;  Adjustment  to  College  (School)  Work 
.49  and  at  the  .05  level  .24;  The  Future:   Vocational  and 
Educational  .50  and  no  significant  correlation;  and 
Curriculum  and  Teaching  Procedure  .23  and  no  significant 
correlation . 

Correlations  between  the  S-Anxiety  scale  and  the  MPC 
were  lower  in  magnitude  and  many  were  not  statistically 
significant.   Correlations  significant  at  the  .05  level  are 
as  follows:   Health  and  Physical  Development  .25  and  .2  9; 
Finances,  Living  Conditions,  and  Employment  .09  and  at  the 
.01  level  .33;  Social  and  Recreational  Activities  at  the  .01 
level  .31  and  no  significant  correlation;  Social- 
Psychological  Relations  at  the  .01  level  .30  and  .25; 
Personal-Psychological  Relations  at  the  .01  level  .46  and 
.25;  Courtship,  Sex,  and  Marriage  .26  and  no  significant 
correlation;  Adjustment  to  College  (School)  Work  .25  and  no 
significant  correlation;  and  The  Future-Vocational  and 
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Educational  .28  and  no  significant  correlation  (Spielberger, 
1983)  . 

Reliability.   There  is  ample  evidence  for  the  SEQ's 
stability  and  internal  consistency.   Reported  in  the  manual 
(Spielberger,  1983)  are  research  findings  for  (a)  test-retest 
reliability  (stability)  and  (b)  alpha  coefficients  (internal 
consistency)  (Spielberger,  1983) . 

Test-retest  reliability  coefficients  are  relatively  high 
for  the  SEQ  T-Anxiety  scale  for  college  students.   Test- 
retest  coefficients,  i.e.,  stability,  ranged  from  .65  through 
.75,  with  a  median  reliability  coefficient  of  .77.  Stability 
coefficients  for  the  S-Anxiety  scale  for  college  students  is 
relatively  low.   Test-retest  coefficients  ranged  from  .16 
through  .62,  with  a  median  of  .33.   Low  stability 
coefficients  were  expected  for  the  S-Anxiety  scale  because  a 
valid  measure  of  state  anxiety  should  reflect  the  influence 
of  unique  situational  stressors  that  exist  at  the  time  of 
testing  (Spielberger,  1983) . 

Correlations  between  S-Anxiety  and  T-Anxiety  under 
stressful  and  nonstressful  conditions  were  determined  by 
repeated  administrations  of  the  S-Anxiety  scale  during  the 
same  testing  situation  where  students  were  exposed  to 
different  types  and  amounts  of  experimental  stress.   The  mean 
S-Anxiety  scores  increased  under  conditions  of  greater  stress 
and  decreased  under  more  relaxed  conditions.   T-Anxiety 
scores  remained  constant.   Correlations  between  the  S-Anxiety 
and  T-Anxiety  scales  for  females  varied  between  .11  and  .53, 


with  a  median  reliability  coefficient  of  .30.   The 
corresponding  correlations  for  males  varied  between  .37  and 
.67,  with  a  median  reliability  coefficient  of  .47 
(Spielberger,  1983) . 

Test-retest  coefficients  were  based  on  three  different 
groups  of  undergraduate  college  students .   Students  retested 
after  one  hour  were  exposed  to  the  following  experimental 
conditions  between  test  administrations:   (a)  a  brief  period 
of  relaxation  training,  (b)  a  difficult  intelligence  test, 
and  (c)  a  film  depicting  several  accidents  that  resulted  in 
serious  injury.   No  special  conditions  were  imposed  on  the 
retested  control  group  (Spielberger,  1983) . 

Alpha  coefficients  are  quite  high  for  both  the  S-Anxiety 
and  T-Anxiety  scales  (Spielberger,  1983) .   Because  of  the 
transitory  nature  of  anxiety  states,  alpha  coefficients  are 
appropriate  measures  of  internal  consistency  reliability. 
The  overall,  median  alpha  coefficients  for  the  SEQ  Form  Y, 
S-Anxiety  and  T-Anxiety  scales  in  the  normative  samples  were 
.92  and  .90,  respectively,  as  compared  to  median  alphas  of 
.87  and  .89,  respectively,  in  the  normative  samples  for  SEQ 
Form  X  (Spielberger,  1983) . 
Personal  Data  Form  (PDF) 

A  personal  data  form  was  used  to  obtain  information  from 
participants  in  the  following  areas:   name,  age,  gender, 
current  address,  home  and  work  phones. 
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Ritual  Practice  Form  (RPF) 

Rituals  can  be  used  to  help  a  person  define  values, 
attitudes,  goals,  and  identity.   According  to  Wolin  and 
Bennett  (1984),  two  critical  dimensions  determine  a  person's 
ritualistic  behavior:   (a)  their  underlying  commitment  to  hrp 
rituals  and  (b)  their  ability  to  adapt  rituals  to  current 
situations  and  life-cycle  transitions. 

The  purpose  of  the  Ritual  Practice  Form  (RPF)  was  to 
assess  a  person's  commitment  to  practice,  adapt,  and  develop 
positive  ritualistic  behavior  in  current  life  situations. 
Participants  were  asked  about  the  following: 


Question 

How  likely  they  are  to 
practice  the  ritual  developed 
in  the  PRBT  group? 

How  likely  they  are  to 
adapt  the  ritual  developed 
in  the  PRBT  group  to 
life  situations? 

How  likely  they  are  to 
develop  one  or  more  positive 
rituals  other  than  the 
PRBT  ritual? 

How  likely  they  are  to 
practice  one  or  more  positive 
rituals  other  than  the 
PRBT  ritual? 

How  likely  they  are  to 
adapt  one  or  more  positive 
rituals  other  than  the  PRBT 
ritual  to  life  situations? 


Response  Possibilities 

Scores  range  from  1  through  10, 
higher  scores  indicate  more 
intent  to  practice  PRBT  ritual. 

Scores  range  from  1  through  10, 
higher  scores  indicate  more 
intent  to  adapt  PRBT  ritual 
to  life  situations. 

Scores  range  from  1  through  10, 
higher  scores  indicate  more 
intent  to  develop  additional 
rituals . 

Scores  range  from  1  through  10, 
higher  scores  indicate  more 
intent  to  practice  additional 
rituals . 

Scores  range  from  1  through  10, 
higher  scores  indicate  more 
intent  to  adapt  rituals  to 
life  situations. 
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Life  Satisfaction  Sralr     (LSS) 

The  Life  Satisfaction  Scale  (LSS) ,  designed  specifically 
for  this  study,  is  a  self-exploration  instrument  which  was 
used  in  pretest,  posttest,  and  follow-up  assessment.   Eight 
continuums  are  used  to  measure  a  participant's  current 
satisfaction  with  (a)  love  relationships,  (b)  mother  and 
(c)  father  relationships,  (d)  peer-friend  relationships, 
(e)  job-school  performance,  (f)  leisure-play  activities, 
(g)  hope  for  the  future,  and  (h)  personal  control  over  life 
situations . 

Satisfaction  is  rated  on  a  scale  from  1  through  10,  with 
1  indicating  low  satisfaction  and  10  indicating  high 
satisfaction.   The  LSS  also  assesses  satisfaction  on 
intrapersonal  and  interpersonal  levels.   Satisfaction  with 
love  relationships,  mother-father  relationships,  and  peer- 
friend  relationships,  reflect  interpersonal  life 
satisfaction.   Satisfaction  with  job-school  performance, 
leisure-play  activities,  hope  for  the  future,  and  personal 
control  over  life  situations  reflect  intrapersonal  life 
satisfaction . 

The  LSS  provides  a  schematic  of  overall  satisfaction. 
Degrees  of  satisfaction  on  each  scale  are  plotted  and 
connected  to  one  another  on  the  Life  Satisfaction  Scoring 
Wheel.   The  scores  form  a  wheel-like  "rounded"  or  "lopsided" 
shape.   Well-functioning  individuals  have  relatively  equal, 
rounded  amounts  of  satisfaction  in  most  areas,  and  are 
satisfied  in  areas  most  important  to  them.   Less  well- 
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functioning  individuals  have  erratic,  spiked,  or  lopsided 
levels  of  satisfaction,  and  have  low  levels  of  satisfaction 
in  areas  most  important  to  them.   Pretest  and  posttest  scores 
plotted  on  the  wheel  in  different  codes  provide  a  visual 
picture  of  change. 
Well-Functioning  Checklist  (WFC) 

ACOAs  have  characteristics  that  can  be  delineated  along 
different  roles,  e.g.,  the  Responsible  Child,  Scapegoat,  Lost 
Child,  or  Mascot.   All  except  the  Scapegoat  are  apparently 
well-functioning,  "normal  appearing"  roles.   Although  not  as 
stable  as  they  present  themselves  to  the  world,  ACOAs 
generally  acquire  adaptive  coping  mechanisms  and 
characteristics  that  allow  them  to  appear  well-adjusted  and 
capable.   These  "model"  individuals  are  skilled  at  pleasing 
peers,  family,  and  authority  figures  (Wegscheider,  1981) . 
The  Well-Functioning  Checklist  assesses  with  which  role(s) 
the  ACOA  currently  identifies. 

Listed  in  Appendix  K  are  characteristics  that  have  been 
used  to  describe  ACOAs  in  the  (apparently  well-functioning) 
Responsible,  Mascot,  and  Lost  Child  roles.   Also  provided  are 
the  reference  citations  for  the  use  of  the  terms.   Synonyms, 
e.g.,  clown,  joker,  or  jester,  have  been  condensed. 

Summary 

In  1969,  Cork  interviewed  115  children  from  alcoholic 
homes.   These  children  were  so  affected  by  parental 
alcoholism  that  two  thirds  reported  they  would  never  drink, 
and  the  other  one-third  reported  they  only  would  drink 
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moderately.   Ironically,  however,  50%-60%  of  those  children 
have  great  probability  of  becoming  alcoholics  (Lawson  et  al . , 
1983;  Rivinus,  1991) .   Therefore,  personal  decisions  and 
determinations  about  alcohol-related  behaviors  are  not 
enough,  in  and  of  themselves,  to  prevent  ACOAs  from 
experiencing  internal  and  interpersonal  problems.   Awareness 
and  practiced  new  behaviors  are  needed  to  enhance  personal 
determination . 

Young  and  midlife  years  are  a  particularly  advantageous 
time  to  work  with  ACOAs.   Young  adults  are  often  physically 
separated  from  their  family  of  origins  and  are  becoming  aware 
of  their  individual  identities.   As  they  interact  with  new 
groups  of  people,  ACOAs  begin  to  define  interpersonal 
patterns  and  intrapsychic  skills  that  both  enhance  and 
detract  from  life  satisfaction.   However,  as  young  adults 
approach  midlife,  the  quality  of  the  ACOA's  life 
deteriorates,  insecurity,  anxiety,  and  difficulty  with  social 
relationships  often  contaminates  the  initial  sense  of  relief 
and  independence  that  accompanied  leaving  unsupportive  family 
environments . 

Psychoeducational  groups  such  as  PRBT  can  meet  four 
essential  needs  of  apparently  well-functioning  young  and 
midlife  ACOAs.   First,  ACOAs  prefer  group  counseling  in  that 
it  "normalizes"  their  problems,  i.e.,  they  appreciate 
experiencing  the  awareness  that  they  are  not  alone  and  share 
many  common  behaviors,  thoughts,  and  feelings  with  other 
persons  who  grew  up  "silently"  in  dysfunctional  homes. 
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Second,  they  appreciate  the  sense  of  community  that  results 
from  high  (intragroup)  intimacy  level.   The  intimacy, 
cohesiveness  and  belongingness  qualities  that  result  from 
group  interaction  provide  a  safe  environment  for  awareness 
exploration  and  behavior  change.   Third,  ACOAs  value  the 
opportunity  to  develop  further  an  identity  based  on  healthy 
characteristics.   Fourth,  they  appreciate  learning  skills 
that  reduce  anxiety  and  increase  differentiation  in  familial 
and  interpersonal  situations  (Burke  &  Sher,  1988;  Crandel, 
1989;  Crawford  &  Phyfer,  1988;  Downing  &  Walker,  1987; 
Finley,  1983;  Gallant,  1990;  Hibbard,  1987;  Potter-Ef ron, 
1987;  Rivinus,  1991;  Roush  &  DeBlassie,  1989;  Ryan,  1991; 
Schwartzberg  &  Schwartzberg,  1990;  Snubby,  1990;  Tuchfeld, 
1986)  . 

Positive  ritualistic  behavior  training,  therefore,  is  an 
attempt  to  highlight  and  help  resolve  dysfunctional 
interpersonal  and  intrapersonal  behaviors  and  beliefs  for 
apparently  well-functioning  ACOAs.   The  PRBT  also  should 
minimize,  reduce,  interrupt,  or  change  anxiety  produced 
through  awareness  of  anxiety  producing  behaviors,  thoughts, 
and  environments.   Positive  ritualistic  behavior  training 
also  is  an  attempt  to  encourage  new  levels  of  life 
satisfaction  responsibility,  differentiation,  and  control 
through  development  of  increased  levels  of  identity. 
Ultimately,  ACOAs  may  feel  less  anxious  and  more 
differentiated,  satistifed,  self-determined,  and  self- 
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regulated  from  others  as  they  interact  socially, 
professionally,  and  intimately  with  others  after  PRBT 


CHAPTER  3 
METHODOLOGY 

Introriur.1-.-ion 

Chapter  3  encompasses  the  following  topics:   (a)  relevant 
variables,  (b)  population,  (c)  sampling  procedure,  (d)  research 
design,  (e)  treatment,  (f)  assessment  techniques,  (g)  research 
procedures,  (h)  research  participant,  (i)  data  analyses,  and 
(j)  methodological  limitations. 

Positive  ritualistic  behavior  training  (PRBT)  is  a  small 
group  activity  to  help  apparently  well-functioning  young  and 
midlife  ACOAs  develop  personally  effective  ritualistic 
behavior (s).   Positive  ritualistic  behavior  training  also 
addresses  personal  and  interpersonal  problems  and  patterns 
common  to  ACOAs  in  an  effort  to  minimize,  reduce,  interrupt, 
or  change  current  dysfunctional  behavior  patterns  linked  to 
parental  alcoholism.   Therefore,  the  purpose  of  this  study 
was  to  determine  the  effectiveness  of  PRBT  to  increase 
(a)  knowledge  of  patterns  common  to  ACOAs,  (b)  frequency  of 
positive  ritualistic  behaviors  in  current  and  future 
situations,  (c)  identity  differentiation,  (d)  life 
satisfaction,  and  to  decrease  (e)  anxiety  for  apparently 
well-functioning,  young  and  midlife  ACOAs. 
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Relevant  Variables 
Data  were  gathered  for  both  selection  and  research 
methodology  purposes.   Selection  criteria  included  relatively 
educated  (i.e.,  all  had  postsecondary  school  education) 
individuals  (a)  aged  18  through  50,  (b)  having  trait  anxiety 
scores  within  three  or  more  standard  deviations  of  the  mean 
(by  gender),  and  (c)  in  well-functioning  role  positions, 
i.e.,  Responsible,  Mascot,  or  Lost  Child  roles. 

Research  data  were  obtained  in  the  following  areas: 
(a)  intergenerational  intimacy,  (b)  intergenerational 
individuation,  (c)  personal  authority,  (d)  intergenerational 
intimidation,  (e)  intergenerational  triangulation,  (f)  peer 
intimacy,  (g)  peer  individuation,  and  (h)  state-anxiety. 
Life  satisfaction  data  were  gathered  in  regard  to  (a)  love 
relationship (s) ,  relationship  with  (b)  mother  and  (c)  father, 
(d)  peer-friend  relationships,  (e)  job-school  performance, 
(f)  leisure-play  activities,  (g)  hope  for  the  future,  and 
(h)  personal  control  over  life.   Data  also  were  gathered  on 
post-PRBT  intent  of  ritual  practice  and  adaptation  of 
ritual (s)  developed  during  PRBT,  as  well  as  ritual 
development,  practice,  and  adaptation  of  ritual (s)  other  than 
the  ritual (s)  identified  in  the  PRBT  group. 

Only  data  for  the  following  variables  were  analyzed  for 
testing  of  the  hypotheses:   (a)  intergenerational  intimacy, 
(b)  intergenerational  individuation,  (c)  personal  authority, 
(d)  intergenerational  intimidation,  (e)  intergenerational 
triangulation,  (f)  peer  intimacy,  (g)  peer  individuation  from 
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the  PAFSQ-C;  (h)  state-anxiety,  from  the  SEQ;  and  (i)  love 
relationship (s) ,  relationship  with  (j)  mother  and  (k)  father, 
(1)  peer-friend  relationships,  (m)  job-school  performance, 
(n)  leisure-play  activities,  (o)  hope  for  the  future,  and 
(p)  personal  control  over  life,  from  the  LSS . 

Population 
The  population  for  this  study  consisted  of  self- 
identified  male  and  female  ACOAs,  married  or  unmarried,  of 
varying  ethnicities,  aged  18  through  50.   They  were  raised  in 
homes  where  one  or  more  parents  (or  stepparents)  exhibited 
alcoholism  or  problem  drinking.   Generally,  they  were  above 
average  in  intelligence,  verbal  ability,  and  academic 
motivation,  primarily  because  they  were  enrolled  or  involved 
in  college-related  endeavors.   They  also  were  motivated  to 
improve  their  life  situations.   Many  were  interested  in 
relationship  and  interpersonal  issues  and/or  experiencing 
conflict,  discomfort,  or  dissatisfaction  intrapersonally 
and/or  interpersonally . 
Sampling  Procedure 

Because  of  traditional  treatment  focuses  on  alcoholics 
themselves,  social  stigmas  attached  to  alcoholism,  and  the 
tendency  of  ACOAs  to  deny  association  between  current 
problems  and  parental  alcoholism,  many  adults  are  hesitant  to 
self-identify  as  ACOAs  with  problems.   They  also  are  hesitant 
to  seek  assistance.   Therefore,  a  sensitive  yet  direct  effort 
to  facilitate  self-identification  and  referral  for  PRBT  was 
necessary  (Balis,  1986;  Burk  &  Sher,  1988;  Gallant,  1990) . 
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A  letter  (Appendix  A)  announcing  PRBT  as  a  structured, 
9-week  "psychoeducational"  group  for  apparently  well- 
functioning,  young  and  midlife  ACOAs  was  sent  to  campus 
ministry  centers,  churches,  counseling  centers,  and  student 
service  organizations  at  the  University  of  Florida  and  in  the 
Gainesville,  Florida,  area.   By  announcing  PRBT  through 
organizations  young  and  midlife  adults  typically  turn  to  for 
guidance,  education,  support,  and  assistance,  common  blocks 
to  ACOA  self-identification  and  referral  (e.g.,  denial 
systems,  defense  mechanisms,  and  lack  of  knowledge)  were 
avoided. 

Specifically,  a  "flyer"  and  letter  of  invitation  (see 
Appendix  A)  to  participate  in  PRBT  were  sent  to  the 
following : 

Campus  Alcohol  and  Resource  Center 
Liz  Broughton,  Director 

Philip  Neri  Center 

Janet  M.  Glumac,  Director 

Psychological  and  Vocational  Counseling  Center 
Dr.  Rick  Jensen 

St.  Michael's  Episcopal  Church 
4315  N.W.  23rd  Avenue 
Gainesville,  Florida   32606 

Trinity  United  Methodist  Church 
353  6  N.W.  8th  Avenue 
Gainesville,  FL   32605 

The  education  and  prevention  focus  of  PRBT,  as  well  as  the 
need  for  attendance  at  all  group  sessions,  was  emphasized  in 
the  letter.   The  letter  also  contained  a  summary  of  PRBT  and 
indicated  that  PRBT  is  not  "therapy." 
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A  15-minute  interview  (Appendix  B)  was  conducted  for  all 
respondents  to  the  announcement  by  phone  or  in  person. 
Assessed  in  the  interview  was  participants'  appropriateness 
for  inclusion  in  PRBT.   If  respondents  were  aged  18  through 
50,  married  or  single  children  of  (an)  alcoholic  parent  (s) , 
able  to  attend  one  of  two  PRBT  groups  (i.e.,  experimental  or 
delayed  treatment  control  group) ,  interested  in  increasing 
awareness  about  personal  behavior  patterns  and  interpersonal 
relationships  common  to  ACOAs,  experiencing  personal  or 
interpersonal  discomfort,  able  to  attend  all  2-hour  sessions 
for  9  weeks,  one  evening  per  week,  and  committed  to  attending 
all  sessions  once  the  program  begins,  they  were  scheduled  to 
complete  a  pretest  packet.   If  they  were  judged  to  be 
ineligible  to  participate  in  the  study  they  were  told  so 
during  the  initial  interview,  and  an  attempt  was  made  to 
refer  them  to  another  mental  health  service  agency,  if 
appropriate . 

Persons  evaluated  to  be  eligible  for  participation  in 
PRBT  (i.e.,  met  the  pre-screening  criteria)  were  allowed  to 
self  select  into  one  of  the  two  research  groups  based  on 
schedule  compatibility.   That  is,  because  participants  had 
committed  to  weekly  participation  over  a  nine-week  period, 
they  were  allowed  to  choose  the  schedule  they  could  fulfill. 
Thus,  participants  did  not  self  select  into  the  experimental 
or  control  groups,  but  rather  into  the  most  convenient 
schedule.   Subsequently,  one  group  was  identified  as  the 
experimental  group.   An  attempt  was  made  to  get  12 
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participants  in  each  group.   However,  there  were  more  than  a 
sufficient  number  of  volunteers.   Therefore,  there  were  13 
participants  in  the  experimental  group  and  12  participants  in 
the  control  group. 

Research  Design 
A  pretest-posttest  nonequivalent  control  group  design 
was  used.   The  control  group  for  this  study  was  a  delayed 
treatment  control  group.   All  participants  were  given 
pretests  on  the  dependent  variable  measures.   The  treatment 
was  introduced  only  to  the  experimental  subjects,  for  nine 
sessions,  after  which  both  the  treatment  and  the  delayed 
treatment  control  group  again  were  measured  on  the  dependent 
variable  measures  (Ary,  1985)  .   Only  the  experimental  group 
completed  3-month  follow-up  testing  (see  Table  1) . 

Table    1 

Pretest-POSttest.    Delayed    Treatment    Control     Group    Ppg-ian 


Group  Pretest         Treatment  Posttest  Delayed  3-Month 

Control  Follow-up 


E  Yi  X  Y2  Y3 

(n   -    12) 

C  Yl  —  Y2  (X) 

(n   =    12) 


Treatment 
Description  of  the  experimental  PRBT  treatment  developed 
for  the  purposes  of  this  study  (including  goals,  activities, 
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and  schedule)  is  presented  in  Appendices  C  and  D.   The 
treatment  is  "typical"  of  those  commonly  provided  in  the 
counseling  profession  in  regard  to  format.   That  is,  group 
sessions  conducted  weekly  for  a  two  to  three  hour  period  are 
routinely  used  in  the  counseling  profession  for  a  variety  of 
interventions.   However,  the  treatment  used  in  this  study  was 
of  course  (relatively)  unique  in  regard  to  focus  upon 
ritualistic  behavior  training.   The  experimental  group  began 
treatment  when  appropriate  control  and  experimental  groups 
had  been  formed. 

Assessment  Technique 
Expected  average  response  times  for  the  self-report, 
self-administered  instruments  were  as  follows:   Personal  Data 
Form  (Appendix  E)  and  Well-Functioning  Checklist  (Appendix  F) 
—  5  minutes,  Life  Satisfaction  Scale  (Appendix  G)  — 
10  minutes,  Self-Evaluation  Questionnaire  (Form  Y-l)  and 
Self-Evaluation  Questionnaire  (Form  Y-2)  (Appendix  H)  — 
6  minutes,  and  Personal  Authority  in  the  Family  System 
Questionnaire,  Version  C  (Appendix  I)  —  20  minutes. 
Participants  read  the  instructions  for  each  self-administered 
instrument  and  responded  on  the  answer  sheets  provided.   The 
researcher  was  available  to  answer  questions  about  responding 
(but  not  about  item  interpretations  and  content) . 

Participants  completed  a  posttest  packet  during  the  last 
PRBT  session.   Delayed  treatment  control  participants 
completed  the  posttest  packet  the  week  of  the  last  PRBT 
session.   The  posttest  packet  included  the  same  self-report, 


132 

self-administered  instruments  as  above  except  (a)  the 
Personal  Data  Form  was  excluded  for  both  experimental  and 
control  groups  and  (b)  the  Ritual  Practice  Form  (Appendix  J) 
was  included  only  for  the  experimental  group.   Participants 
also  completed  a  3-month  follow-up  packet  (same  as  the 
posttest  packet)  during  the  3-month  follow-up  session. 

Research  Procedures 
When  all  participants  had  completed  their  pretest 
packets  the  treatment  procedures  were  implemented.   Eligible 
participants  met  at  The  Philip  Neri  Center,  Monday  nights 
from  7:30  to  9:30  o'clock,  beginning  January  15,  1990  and 
ending  March  12,  1990.   Participants  were  expected  to  attend 
all  sessions  and  to  begin  promptly  at  7:30  o'clock.   All 
sessions  began  on  time  and  only  2  participants  missed  one 
session,  each  because  of  unexpected  circumstances.   They  were 
to  bring  their  PRBT  Journal  (Appendix  D)  with  completed 
homework  assignments  to  each  group  session.   Participants 
from  both  groups  completed  the  posttest  packet  at  the  last 
group  session,  either  March  12,  1990,  or  the  week  beginning 
March  12,  1990,  depending  on  the  PRBT  schedule.   Participants 
from  the  experimental  group  completed  a  follow-up  packet  at 
the  3-month  follow-up  session,  June  11,  1990,  at  7:30  o'clock. 
Research  Participant 

The  researcher,  Janet  M.  Glumac,  has  established 
competency  to  conduct  treatment  and  to  administer  the 
instruments.   She  has  successfully  completed  courses  in 
guidance  counseling,  mental  health  agency  services,  counselor 
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education  (with  a  subspecialty  in  substance  abuse)  and 
counseling  practica,  and  internships.   She  was  evaluated  as 
successful  in  clinical  supervision.   The  researcher  is  also  a 
licensed  marriage  and  family  therapist  in  Florida.   She 
conducts  counseling  with  individuals,  married  or  unmarried 
couples,  and  families,  and  consults  with  organizational 
systems.   She  specializes  in  the  following  areas:   adult 
children  of  alcoholics,  trauma  recovery,  identity 
enhancement,  and  relationship  development. 

Treatment .   The  researcher  successfully  taught  Alcohol 
Use  and  Abuse  classes  at  the  University  of  Florida  for  young 
and  midlife  adults.   This  course  focused  on  personal, 
interpersonal,  and  sociological  problems  associated  with 
alcoholism  as  well  as  past  and  present  problems  experienced 
by  children  of  alcoholics.   As  a  therapist  in  private 
practice  she  deals  extensively  with  family  of  origin  rules, 
rituals,  and  role  positions.   She  helps  clients  gain  insights 
into  relationships  among  family  of  origin  rules,  rituals,  and 
role  positions  and  current,  effective  family,  interpersonal, 
and  relationship  functioning.   She  has  conducted  workshops 
and  lectures  for  identity  development,  life  satisfaction,  and 
anxiety  modification  for  specific  organizations  and  the 
community  at  large. 

The  researcher  also  has  completed  four  pilot  PRBT 
studies  for  ACOAs  for  which  there  was  positive  feedback,  even 
to  the  extent  that  group  participants  referred  other  ACOAs 
for  future  groups.   Referrals  sufficiently  filled  group 
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positions  after  the  first  pilot  study  in  1986  such  that  no 
advertising  was  necessary  for  the  other  three  pilot  studies 
other  than  "word  of  mouth." 

Test  administration.   She  has  previously  administered 
and  evaluated  instruments  in  public  school  systems,  mental 
health  agencies,  individual  and  group  therapy  sessions,  and 
vocational  and  psychological  counseling  centers.   The  Life 
Satisfaction  Scale  was  developed  by  the  researcher  for 
pretest  and  posttest  assessment  for  individual,  couple,  and 
family  therapy,  and  has  been  administered  in  PRBT  pilot 
studies.   The  SEQ  also  has  been  administered  in  PRBT  pilot 
studies.   Based  on  previous  PRBT  studies  with  ACOAs,  the 
researcher  developed  the  Ritual  Practice  Form  to  assess 
further  the  effectiveness  of  PRBT. 

Data  Analyses 

Prior  to  computation  of  the  primary  data  analyses  for 
the  study,  descriptive  data  from  participants  in  the 
respective  groups  were  compiled  and  compared.   Treatment 
effects  were  analyzed  in  two  ways:   (a)  comparisons  of 
posttest  scores  using  a  series  of  analyses  of  covariance 
(ANCOVAs)  with  pretest  scores  as  the  covariates  and 
(b)  comparisons  of  the  experimental  group's  scores  across 
occasions  (i.e.,  pretest,  posttest,  and  follow-up)  using  a 
series  of  repeated  measures  analyses  of  variance  (ANOVAs) . 
Duncan's  multiple  range  test  was  used  for  post  hoc 
comparisons  for  the  ANOVAs.   The  .05  level  of  statistical 
significance  was  employed  for  all  data  analyses. 
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In  order  to  test  for  significance  of  differences  between 
experimental  and  control  group  means  on  the  primary  variables 
assessed,  analyses  of  covariance  was  computed  for  each  of  the 
hypotheses.  Pretest  data  were  used  as  the  covariates  in  each 
of  the  respective  analyses. 

Methodological  Limitations 
The  research  design  used  in  this  study  generally  is 
considered  to  provide  adequate  control  for  the  threats  to 
internal  validity  of  experimental  designs.   However,  concern 
may  be  raised  in  regard  to  three  particular  threats.   First, 
because  the  participants  were  volunteers,  the  issue  of 
differential  selection  could  be  raised.   It  is  possible  that 
the  experimental  group  participants  had  greater  motivation  to 
succeed  in  PRBT  because  the  experimental  group's  activities 
were  conducted  before  those  of  the  (delayed  treatment) 
control  group.   In  effect,  the  experimental  group 
participants  had  opportunity  to  participate  sooner  than  did 
the  control  group  by  virtue  of  selecting  into  what  became 
identified  as  the  experimental  group.   However,  all 
participants  were  determined  to  be  eligible  and  selected 
because  they  were  apparently  well-functioning  ACOAs .   Thus, 
none  of  the  participants  should  have  had  a  pressing  and/or 
urgent  need  to  participate  on  an  immediate  basis.   Thus,  it 
is  likely  that  any  differential  selection  effects  were 
minimal . 

Second,  the  issue  of  contemporary  history  could  be 
considered  a  source  of  invalidity  in  that  all  the 
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participants  were  ACOAs,  a  group  of  persons  known  to 
experience  increased  psychosocial  and  behavioral  problems. 
However,  again,  the  participants  were  selected  because  they 
were  apparently  well-functioning.   Therefore,  because  they 
presumably  were  functioning  adequately,  at  least  in  their  own 
perceptions,  there  is  little  reason  to  believe  contemporary 
history  effects  had  a  significant  impact  in  the  research. 

Finally,  the  experimental  group  participants  were 
assessed  on  three  occasions,  and  therefore  the  issue  of 
testing  sensitization  could  be  raised.   The  assessment 
instruments  used  were  selected,  in  part,  because  they  were 
known  to  be  "nonthreatening, "  i.e.,  not  to  cause  strong 
adverse  psychological  reactions.   In  addition,  the  time 
periods  between  assessments  were  nine  and  six  weeks, 
respectively.   Therefore,  is  unlikely  that  testing 
sensitization  effects  unduly  influenced  the  results. 


CHAPTER  4 
RESULTS 

Effects  of  positive  ritualistic  behavior  training  (PRBT) 
were  determined  using  treatment  and  control  groups  of 
apparently  well-functioning  adult  children  of  alcoholics 
(ACOAs) .   Subjects  self-selected  into  either  a  current  or 
delayed,  9-week  ?R3T  group.   The  experimental  group  consisted 
of  13  Caucasians  (mean  age  30) ,  including  9  females  (ages  22, 
24,  25,  26,  27,  27,  30,    35,  and  37;  mean  age  28),  and  4  males 
(ages  30,  34,  34,  and  42;  mean  age  35) .   The  control  group 
consisted  of  12  Caucasians  (mean  age  32),  including  9  females 
(ages  22,  26,  28,  29,  31,  34,  34,  34,  and  44;  mean  age  31), 
and  3  males  (ages  25,  29,  and  47;  mean  age  34) .   All 
participants  resided  in  the  Gainesville,  Florida,  area. 

Both  experimental  and  control  groups  were  given  pretests 
and  posttests  covering  three  major  variables:   identity 
(i.e.,  individuation),  anxiety,  and  life  satisfaction.   The 
experimental  group  completed  a  posttest  ritual  behavior  form 
and  follow-up  tests  immediately  before  a  three  month  follow- 
up  meeting. 

Experimental  and  control  participants'  levels  of 
individuation  were  measured  through  the  seven  Personal 
Authority  in  the  Family  System  Questionnaire  (PAFSQ-C) 
subscales :   (a)  intergenerational  intimacy, 
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(b)  intergenerational  individuation,  (c)  personal  authority, 
(d)  intergenerational  intimidation,  (e)  intergenerational 
rriangulation,  (f)  peer  intimacy,  and  (g)  peer  individuation. 
Participants'  degrees  of  current  (i.e.,  state)  anxiety  were 
measured  through  the  Self-Evaluation  Questionnaire  (SEQ) . 
Participants'  degrees  of  life  satisfaction  were  measured 
through  the  eight  Life  Satisfaction  Scale  (LSS)  subscales : 
(a)  love,  (b)  mother,  (c)  father,  (d)  friend(s),  (e)  job, 
(f)  play,  (g)  hope,  and  (h)  control.   Experimental  group 
participants'  intents  to  use  and  adopt  positive  ritualistic 
behavior  were  assessed  with  the  Ritualistic  Behavior  Form 
(RBF)  . 

Analyses 
Treatment  effects  were  analyzed  in  two  ways: 
(a)  comparisons  of  posttest  scores  using  a  series  of  analyses 
of  covariance  (ANCOVAs)  with  pretest  scores  as  the  covariates 
and  (b)  comparisons  of  the  experimental  group's  scores  across 
occasions  (i.e.,  pretest,  posttest,  and  follow-up)  using  a 
series  of  repeated  measures  analyses  of  variance  (ANOVAs) . 
Duncan's  multiple  range  test  was  used  for  post  hoc 
comparisons  for  the  ANOVAs . 
Group  Comparisons 

Descriptive  statistics  for  both  the  experimental  and 
control  group's  pretest  and  posttest  scores  on  all  subscales 
are  presented  in  Tables  2,  3,  and  4. 
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Table  2 

Means  and  Standard  Deviations  for  the  Personal  Authority  in 
the  Family  System  Questionnaire  (PAFSO-G)  Snbsrales  by  Group 
and  Occasion 

Mean 
(standard  deviation) 

Experimental        Control 
Variable Group  (N  =  13)    Group  (N  =  ^?) 

Intergenerationai  Intimacy 

Pre  79.23  86.91 

(11.84) 

Post  81.30  88.91 


Follow-up 


Intergenerationai  Individuation 

Pre  22.28  28.83 

(5.14) 

23.07  30.58 

(10.24) 
Follow-up 

Personal  Authority 

Pre  41.76  43.25 

(6.71) 

Post  45.92  44.50 

(6.78) 


Follow-up 

Intergenerationai  Intimidation 

Pre  32.92  34.41 

(5.69) 

Post  33.69  35.16 

(3.95) 
Follow-up 

Intergenerationai  Triangulation 

Pre  25.46  27.5* 

(6.88) 

7S  iq  28.16 

(5.57) 
Follow-up 


79 

.23 

(9 

.89) 

81 

.30 

(12 

.50) 

81 

.00 

(12 

.18) 

22 

.28 

(6 

.53) 

23 

.07 

(5 

.96) 

25 

.23 

(5 

.98) 

41 

.76 

(6 

.30) 

45 

92 

(6 

86) 

48 

30 

(5 

84) 

32 

92 

(5 

10) 

33. 

69 

(5. 

28) 

35. 

00 

(4. 

12) 

25. 

46 

(6. 

61) 

25. 

15 

(6. 

21) 

28. 

15 

(6. 

51) 

(9.97) 
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Table  2 — continued 


Variable 


Peer  Intimacy 
Pre 


Post 

Follow-up 

Peer  Individuation 
Pre 

Post 

Follow-up 


Mean 
(standard  deviation) 


Experimental 
Group  (N  =  13) 


Control 
Group  (N  =  1?) 


40.69 
(6.79) 

43.07 
(7.52) 

45.15 
(5.63) 

25.92 
(5.51) 

27.92 
(6.80) 

28.07 
(4.29) 


46.50 
(9.48) 

45.25 
(12.38) 


30 

83 

(5 

30) 

30 

83 

(4 

64) 

Shown  in  Table  2  is  that  means  for  the  experimental 
group's  PAFSQ-C  pretests  ranged  from  a  high  of  79.23  on 
Intergenerational  Intimacy  to  a  low  of  22.28  on 
Intergenerational  Individuation.   The  mean  across  all  these 
subscales  was  38.32.   Based  on  the  standard  deviations, 
variance  for  the  PAFSQ-C  subscale  pretests  was  greatest  for 
Intergenerational  Intimacy  and  least  for  Intergenerational 
Intimidation . 

The  PAFSQ-C  subscale  posttest  means  ranged  from  a  high 
of  81.30  on  Intergenerational  Intimacy  to  a  low  of  23.07  of 
Intergenerational  Individuation.   The  mean  across  all 
subscales  was  40.02.   The  largest  standard  deviation  was  for 
Intergenerational  Intimacy  and  the  smallest  was  for 


141 


Intergenerational  Intimidation.   The  PAFSQ-C  follow-up  means 
ranged  from  a  high  of  81.00  for  Intergenerational  Intimacy  to 
a  low  of  25.23  for  Intergenerational  Individuation.   The  mean 
across  these  subscales  was  41.56.   Based  on  the  PAFSQ-C 
follow-up  standard  deviations,  response  variation  was 
greatest  for  Intergenerational  Intimacy  and  least  for 
Intergenerational  Intimidation. 

Means  for  the  control  group's  PAFSQ-C  pretest  ranged 
from  a  high  of  86.91  on  Intergenerational  Intimacy  to  a  low 
of  27.58  on  Intergenerational  Triangulation .   The  mean  across 
these  subscales  was  42.62.   Based  on  the  standard  deviations, 
response  variance  was  greatest  for  Intergenerational  Intimacy 
and  least  for  Intergenerational  Intimidation.   The  PAFSQ-C 
posttest  means  ranged  from  a  high  of  88.91  on 
Intergenerational  Intimacy  to  a  low  of  28.16  on 
Intergenerational  Triangulation,  with  a  mean  of  43.34  for 
Peer  Intimacy  and  least  for  Intergenerational  Intimidation. 

Means  and  standard  deviations  for  the  SEQ  are  shown  in 
Table  3.   Shown  in  Table  4  is  that  means  for  the  experimental 
group's  LSS  pretests  ranged  from  a  high  of  7.4  6  for  Friends 
to  a  low  of  4.76  for  Father,  with  a  mean  of  6.22  across  these 
subscales.   Response  variance  was  greatest  for  Love  and  least 
for  Friends. 

The  LSS  posttest  means  ranged  from  a  high  of  7.53  for 
Friends  and  Hope  to  a  low  of  5.92  for  Love.   The  mean  across 
subscales  was  6.95.   The  standard  deviation  was  greatest  for 
Love  and  least  for  Friends.   LSS  follow-up  means  ranged  from 
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Table  3 

Xear.S  ana  Standard  Deviations  for  the  Sel  f-Rva  1  nat.  i  nn 

Questionnaire  (SEP)  by  Group  and  Occasion 

Mean 
(standard  deviation) 

Experimental        Control 
Variable Group  (N  =  13)    Group  (N  =  17' 

Anxiety 

Pre  40.23  39.75 

(11-35)  (11.08) 

Post  34.84  38.50 

(7.67)  (5.24) 

Follow-up  32.00 

(4.08) 


Table  4 

Means  and  Standard  Deviations  for  the  Life  Satisfaction  Scale 
(LSS)  Subscales  by  Group  and  Occasion 

Mean 
(standard  deviation) 

Experimental       Control 
Variable Group  (N  =  13)    Group  (N  =  1?) 

Love 

Pre  5.7  6  7.33 

(2.90) 

Post  5.92  7.58 


Follow-up 


Mother 

Pre  6.8  4  7.16 

(2.91) 

Post  7.4  6  7.25 

(2.00) 
Follow-up 

Father 

Pre  4.76  6.75 

(2.70) 

6.50 
(3.00) 

Follow-up 


5 

.76 

(3 

.26) 

5 

.92 

(2 

.78) 

7 

.38 

(2 

.02) 

6 

.84 

(2 

.07) 

7 

.46 

(1 

.94) 

7  . 

.69 

(2. 

.01) 

4  . 

,76 

(2. 

.74) 

6. 

30 

(2. 

39) 

5. 

84 

(1. 

90) 

(2.53) 
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Table    4 — mnrimiPri 


Variable 


Friends 
Pre 

Post 

Follow-up 

Job 

Pre 

Post 
Follow-up 


Play 
Pre 


Post 
Follow-up 


Hope 
Pre 


Post 
Follow-up 

Control 
Pre 

Post 

Follow-up 


Mean 
(standard  deviation) 


Experimental 
Group  (N  =  13J 


7 

.46 

(1 

.56) 

7 

.53 

(1 

.80) 

7 

46 

(1 

56) 

7 

15 

(2 

47) 

7 

46 

(1 

98) 

7.00 
(2.23) 


5 

.53 

(2 

.06) 

6 

.00 

(2 

.58) 

6 

.92 

(2 

.01) 

6 

.38 

(2 

.10) 

7 

.53 

(1 

89) 

8 

30 

(0 

75) 

5 

84 

(1. 

67) 

7. 

38 

(1. 

85) 

7. 

92 

(1. 

55) 

Control 
Group  (N  =  12' 


7 

50 

(2 

11) 

6 

91 

(2 

15) 

7  .91 
(1.50) 

8.08 
(1.16) 


6 

.50 

(2 

.27) 

6 

.50 

(2 

•  19) 

7.75 
(2.05) 

7.50 
(1.93) 


6 

.83 

(2 

.20) 

6 

58 

(2 

39) 

144 


a  high  of  8.30  for  Hope  to  a  low  of  5.84  for  Father.   The 
mean  across  these  subscales  was  7.31.   Based  on  the  LSS 
follow-up  standard  deviations,  response  variance  was  greatest 
for  Job  and  least  for  Hope. 

Means  for  the  control  group's  LSS  pretest  ranged  from  a 
high  of  7.91  for  Job  to  a  low  of  6.50  for  Play,  with  a  mean 
across  these  subscales  of  7.22.   Response  variance  for  the 
LSS  pretest  was  greatest  for  Mother  and  least  for  Job.   The 
LSS  posttest  means  ranged  from  a  high  of  8.08  for  Job  to  lows 
of  6.50  for  Father  and  Play.   The  mean  across  these  subscales 
was  7.11.   The  standard  deviation  was  greatest  for  Father  and 
least  for  Job  at  1.16. 

Experimental  and  control  group  performance  was  compared 
on  posttest  subscales  while  adjusting  for  pretest  differences 
on  each  respective  subscale  using  a  series  of  ANCOVAs .   Shown 
in  Table  5  is  that  all  pretests  (as  covariates)  were 
significantly  related  to  their  corresponding  posttests. 
However,  also  shown  in  Table  5  is  that  there  were  no 
significant  treatment  effects  on  PAFSQ-C  following 
participation  in  PRBT .   No  significant  changes  occurred  in 
levels  of  Intergenerational  Intimacy,  Intergenerational 
Individuation,  Personal  Authority,  Intergenerational 
Intimidation,  Intergenerational  Triangulation,  Peer  Intimacy, 
or  Peer  Individuation  on  the  PAFSQ-C. 

Tests  for  significant  interactions  (pretest  x  group) 
also  were  computed.   The  only  statistically  significant 
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interaction  effect  found  was  for  the  PAFSQ-C 

Intergenerationai  Intimidation  subscale  (F  =  7.88;  df  =  1,  1 ; 
p  <  .05) .   All  other  (pretest  x  group)  interaction  effects 
for  the  PAFSQ-C  were  nonsignificant.   Therefore,  the 
assumptions  necessary  for  appropriate  use  of  ANCOVA  held  for 
all  but  one  variable. 


Table  5 

Analysis  of  Covariance  Data  for  the  Personal  Authority  in  the 

Family  System  Questionnaire  (PAFSQ-C)     Suhsralps 

Source  DF    Type  III  SS  F-value 


Intergenerationai  Intimacy  1 

Group  1 

Intergenerationai  Individuation  1 

Group  1 

Personal  Authority  1 

Group  1 

Intergenerationai  Intimidation  1 

Group  1 

Intergenerationai  Triangulation  1 

Group  1 

Peer  Intimacy  1 

Group  1 

Peer  Individuation  1 

Group  1 

*   U  <    -05 


As  shown  in  Table  6,  there  was  a  significant 
relationship  between  the  pretest  (as  covariate)  and  the 
posttest,  but  there  was  not  a  significant  treatment  effect. 
Therefore,  based  on  the  ANCOVA,  no  significant  change 
occurred  in  current  (i.e.,  state)  anxiety  level.   Shown  in 
Table  7  was  that  the  LSS  Love,  Mother,  Father,  Friends,  Play, 


2089 

4 

.87 

.14 

769 

6 

.22 

.81 

685. 

43 

.10 
.73 

272, 
1. 

.02 
.67 

642, 

11. 

.60 
.07 

860, 
25. 

,86 

71 

417. 
4. 

33 
62 

52 

0 

.02* 

.10 

20 
0 

.83* 
.18 

38 
2 

.96* 
.49 

25 
0. 

.53* 
.16 

86. 

1, 

.86* 
.50 

12. 
0. 

,57* 
,38 

24. 
0. 

,47* 
27 

14  6 

and  Control  pretests  (as  covariates)  were  significantly 
related  to  their  respective  posttests,  but  that:  there  was  a 
significant  treatment  effect  only  for  the  Control  subscale  of 
the  LSS.   Again,  all  (pretest  x  group)  interactions  tested 
were  found  to  be  nonsignificant.   Therefore,  the  experimental 
group  scored  significantly  higher  than  the  control  group  on 
the  LSS  Control  subscale  (see  Table  4)     following 
participation  in  PRBT. 


Table    6 

Analysis   of  Covariance  Data   for  th*  spif-Fvahiai-inn 

Questionnaire    ISEQi 

Source  DF  Type    III    SS    F-vaiu< 


Anxiety  !  281.91  8    51* 

Group  i  90.24  2.72 


*  £  <    .05 


In  regard  to  the  ANCOVAs  in  general,  hypotheses  for  16 
variables  were  tested  for  a  relatively  small  sample.   This 
situation  increases  potential  for  a  Type  I  error  in 
evaluation  of  the  hypotheses.   That  is,  the  possibility  of 
finding  a  significant  difference  on  the  basis  of  chance  is 
increased  because  a  relatively  large  number  of  analyses  were 
computed  on  data  from  a  relatively  small  sample.   Therefore, 
even  the  single  significant  difference  found  for  the  LSS 
Control  subscale  may  have  been  spurious. 

Pretest  to  posttest,  posttest  to  follow-up,  and  pretest 
to  follow-up  comparisons  of  means  for  the  Experimental  group 
(only)  were  made  through  repeated  measures  ANOVAs .   The 
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Table  7 

Analysis  of  Covariance  Data  for  the  Life  Satisfaction  Scale 

(LSS) 

Source  DF    Type  III  SS  F-value 

Love 
Group 

Mother 
Group 

Father 
Group 

Friends 

Group 

Job 

Group 

Play 
Group 

Hope 
Group 

Control 
Group 

*  ft  <  .05 

Duncan  Multiple  Range  Test  was  used  for  pairwise  comparisons 
following  identification  of  significant  F-values  from  the 
ANOVAs.   Shown  in  Table  8  is  evidence  of  a  significant 
difference  in  the  experimental  group's  performance  (see  Table 
2)  on  the  Personal  Authority  subscale  of  the  PASFQ-C. 


Table  8 

Repeated  Measures  Analysis  of  Variance  Data  for  the  Personal 
Authority  in  the  Family  System  Questionnaire  (PAFSO-m 
Subscales for  the  Experimental  Group 

Swrce p_F SS MS     F-value 

Intergenerational  Intimacy 

Model  2     32.67    16.33    0.12 

Error  36    4835.08    134.31 

Corrected  Total  38   4867.74 


1 

119.40 

59.12* 

1 

1.52 

0.75 

1 

55.01 

35.11* 

1 

1.04 

0.66 

1 

87.87 

24.20* 

1 

8.25 

2.27 

1 

54.46 

33.57* 

1 

2.67 

1.64 

1 

3.72 

1.40* 

1 

1.35 

0.51 

1 

65.19 

21.15* 

1 

0.36 

0.12 

1 

12.91 

3.98* 

1 

1.57 

0.49 

1 

39.76 

13.62* 

1 

12.56 

4.30 
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Table  8 — conf  i  nnft(j 

Source 

PF 

SS 

MS 

F~valup 

Intergenerational  I 

ndividuation 

Model 

2 

57.28 

28.64 

0.75 

Error 

36 

1370.31 

38.06 

Corrected  Total 

38 

1427.59 

Personal  Authority 

Model 

2 

284.67 

142.33 

3.65* 

Error 

36 

1402.00 

38.94 

Corrected  Total 

38 

1686.67 

Intergenerational  Intimidation 

Model 

2 

28.67 

14.33 

0.61 

Error 

36 

851.69 

23.66 

Corrected  Total 

38 

880.36 

Intergenerational  T 

riangulation 

Model 

2 

70.82 

35.41 

0.85 

Error 

3  6 

1498.62 

41.63 

Corrected  Total 

38 

1569.44 

Peer  Intimacy 

Model 

2 

129.59 

64.79 

1.44 

Error 

36 

1615.38 

44  .87 

Corrected  Total 

38 

1744.97 

Peer  Individuation 

Model 

2 

37.54 

18.77 

0.59 

Error 

36 

1140.77 

31.69 

Corrected  Total 

38 

1178.31 

E.  <  .05 

It  can  be  seen  from  the  data  in  Table  9  that  there  was  a 
significant  difference  between  the  experimental  group's  pretest 
and  follow-up  means  for  the  PAFSQ-C  Personal  Authority 
subscale.   Results  in  Table  10  indicate  a  significant  effect 
for  the  experimental  group's  performance  on  the  SEQ  over  these 
occasions.   Shown  in  Table  11  is  that  there  was  a  significant 
difference  between  the  experimental  group's  pretest  and  follow- 
up  means  for  the  SEQ  (see  Table  3) . 

Shown  in  Table  12  are  the  results  of  the  analyses  of 
variance  testing  for  significant  differences  in  the 
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Table  9 

Suncan'fi  Multiple  Range  TPSt-.  Data  for  Personal  Authority  in 
the  Family  System  Questionnaire  Across.  Pretest.  Po.st-fpstr 
and  Follow-up  Measures  for  the  Experimental  Group 


Variable 


Grouping 


Mean 


N 


Test 


Personal 
Authority 


3 
3 
3 


A 
A 
A 


48.31     13     Post2  Test 
45.92     13     Post  Test 
41.77     13      Pre  Test 


Table  10 

Repeated  Measures  Analysis  of  Variance  Data  for  i-hP  S&lfz 

Fvaiuat.io.n  Questionnaire  (SEP)  for  the  Experimental  Group 

Source  DF      SS 


MS 


F-value 


Anxiety 
Model 
Error 
Corrected  Total 


2  454.31 
36  2454.00 
38   2908.31 


227.15 
68.17 


3.33* 


*  £  <  -05 


Table  11 

Dyncan's  Multiple  Range  Test  Data  for  the  Self-Evaluation 
Questionnaire  LSEQJ  Across  Pretest.  Posttesr.  and  Follow-up 
Measures  in  the  Experimental  Group 

Variable 


Grouping 


Mean 


Anxiety 


B 
3 
B 


A 
A 
A 


40.23 

34.85 
32.00 


N 


Test 


13  Pre  Test 
13  Post  Test 
13     Post2  Test 


experimental  group's  performance  over  three  occasions  on  the 
Hope  and  Control  subscales  of  the  LSS,  respectively.   it  can 
be  seen  in  Table  13  that  there  was  a  significant  difference 
between  the  experimental  group's  pretest  and  follow-up  means 
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Taoie  12 

Repeated  Measures  Analysis  of  Variance  Data  for  the  Life 
ion  Scale  (LSS)  for  the  Experimental  Group 


;af  7  of; 


source 


DF 


SS 


MS 


F-value 


Love 
Model 
Error 
Corrected  Total 

Mother 
Model 
Error 
Corrected  Total 

Father 
Model 
Error 
Corrected  Total 

Friends 
Model 
Error 
Corrected  Total 

Job 

Model 
Error 
Corrected  Total 

Play 

Model 
Error 
Corrected  Total 

Hope 
"Model 
Error 
Corrected  Total 

Control 
Model 
Error 
Corrected  Total 


2 

36 
38 

2 

36 
38 

2 

36 
38 

2 

36 
38 

2 

36 
38 

2 

36 

3  8 


2 

36 
38 


20.67 

270.31 
290.97 

4  .  97 
145.69 
150.67 

16.21 
202.77 
218.97 

0.05 
97.69 
97.74 

1.44 
180.92 
182.39 

12.92 
180.15 
193.08 


2  24.36 
36  103.08 
38    127.44 


30.21 
103.69 
133.90 


10.33 
7.51 


2  .49 
4  .05 


8.10 
5.63 


0.03 
2.71 


0.72 
5.03 


6.46 
5.00 


12.18 
2.86 


15.10 
2.88 


1.38 


0.61 


1.44 


0.01 


0.14 


1.29 


4.25* 


5.24* 


p.  <  .05 


for  the  LSS  Hope  subscale.   Also  shown  is  that  the 
experimental  group's  LSS  Control  subscale  pretest  mean  was 
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significantly  different  from  both  the  posttest  and  follow-up 
means . 


Table  13 

Duncan's  Multiple  Range  Test  Data  for  the  Life  Satisfaction 
Scale  (LSS)  Across  Pretest.  Posttest.  and  Follow-up  Measures 
in  the  Experimental  Group 


Variable 


Grouping 

Mean 

N 

Test 

A 

8.31 

13 

Post2  Test 

A 

3 

A 

7.54 

13 

Post  Test 

3 

B 

6.38 

13 

Pre  Test 

A 

7.92 

13 

Post2  Test 

A 

A 

7.38 

13 

Post  Test 

3 

5.85 

13 

Pre  Test 

Hope 


Control 


Results  from  the  Ritualistic  Behavior  Form  (RFB)  which 
the  experimental  group  members  completed  immediately 
following  the  PRBT  treatment  are  shown  in  Table  14 .   The 
Experimental  group  members  indicated  the  greatest  intent  to 
develop  one  or  more  positive  rituals  (other  than  the  ritual 
developed  in  the  PRBT  group)  and  the  least  intent  to  adapt 
one  or  more  positive  rituals.   The  greatest  variation 
occurred  for  how  likely  members  were  to  practice  the  ritual 
developed  in  the  PRBT  group. 

Cultures,  families,  and  individual  have  always  created 
rituals  to  celebrate,  define,  and  structure  relationships 
(Imber-Black  &  Roberts,  in  press;  Imber-Black,  Roberts,  & 
Whiting,  1988)  .   However,  although  rituals  serve  very 
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Table  14 

Posttest  Ritual  Behavior  Form  for  the  Experimental  Group 

Standard 

Question Mean Deviation         Responses 

How    likely   are    you    to    PRACTICE  7.15  1.70  5,6,9,9,9,7,8, 

the    ritualdeveloped   in   the  10,6,7,6,7,4 

FRBT   group? 

How   likely   are   you    to   ADAPT  7.15  1.75  5,5,7,6,6,10,9, 

the    ritual   developed   in    the   PRBT  7,9,9,6,9,5 

group   to   different    situations? 

How    likely    are    you   to    DEVELOP  7.58  1.46  8,5,9,8.5,9,6,9, 

one   or  more   positive    rituals,  10,6,7,8,8,6 

other  than  the  ritual  developed 
in   the   PRBT   group? 

How    likely   are   you    to    PRACTICE  7.15  1.51  5,7,7,7,6,10,8, 

one   or  more   positive    rituals,  5,9,8,8,5,8 

other  than  the  ritual  developed 
in  the   PRBT  group? 

How    likely   are   you    to   ADAPT  7.08  1.64  8,5,8,8,9,5,8, 

one   or  more   positive    rituals,  10,6,7,8,5,5 

other  than  the  ritual  developed 
in  the  PRBT  group,  to  different 
situations? 


important    functions,     rituals    are   performed    relatively 
automatically,    without   consideration   of   their   roles    in 
people's    lives.      Unfortunately,    families   whose    rituals    are 
negatively   impacted   as    a    result    of   parental   drinking   reduce 
the   vital,    beneficial    functions   of   rituals   and  place    family 
members    at    risk    for    lifelong   dysfunction    (Bennett,    Wolin,     & 
Reiss,    1988;    Bennett    et    al . ,     1987;    Wolin    &    Bennett,     1984; 
Wolin  et   al. ,    1980) . 

Rituals    can   be    used   to    increase    family   and    individual 
member    identity,    reduce    anxiety    in    stressful    times,    and 
increase    life    satisfaction.      However,    rituals    in    families 
where   alcoholism   is    present    may   not    define    individual    and 
family    identify,    reduce   anxiety    in    times    of    tension,    or 
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enhance  life  satisfaction.   Thus,  families  whose  rituals  have 
been  disrupted  or  negatively  impacted  by  parental  drinking 
are  more  problematic  than  families  who  have  managed  to  keep 
rituals  intact.   Such  families  also  may  transmit  alcoholism 
to  the  next  generation  (Bennett,  Wolin,  &  Reiss,  1988; 
Bennett  et  al.,  1987;  Wolin  &  Bennett,  1984;  Wolin  et  al., 
1980)  . 

Until  recently,  most  researchers  have  presented  only 
descriptive  findings  about  the  relationships  between  family 
rituals  and  parental  drinking  (Wolin  et  al.,  1980).   Thus, 
there  is  scant  empirical  evidence  to  support  the  benefits  of 
positive  ritual  implementation.   Therefore,  this  study  was 
conducted  to  investigate  the  effects  of  Positive  Ritualistic 
Behavior  Training  (PRBT)  on  identity,  anxiety,  and  life 
satisfaction  for  young  to  midlife,  apparently  well- 
functioning  ACOAs.   In  order  to  obtain  empirical  data  on 
identity,  anxiety,  and  life  satisfaction  among  ACOAs,  the 
Personal  Authority  in  the  Family  System  Questionnaire 
(PAFSQ-C) ,  Self-Evaluation  Questionnaire  (SEQ) ,  and  the  Life 
Satisfaction  Scale  (LSS)  were  administered  to  25  self- 
identified,  apparently  well-functioning  ACOAs.   The  results 
and  discussion  that  follow  are  based  on  analyses  of  the 
pretest,  posttest,  and  follow-up  responses  of  the 
experimental  and  control  groups. 

This  study  was  based  on  the  Bowen  theory,  which 
emphasizes  the  importance  of  differentiation  (identity)  and 
lack  of  anxiety,  both  intrapersonally  and  interpersonally, 
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for  life  satisfaction.   Positive  ritualistic  behavior 
training  was  developed  for  use  in  this  study  based  on  the 
premise  that  rituals  are  avenues  for  increasing  identity 
development,  decreasing  anxiety,  and  increasing  life 
satisfaction  among  apparently  well-functioning  ACOAs . 
Positive  ritualistic  behavior  training  evolved  from  knowledge 
of  characteristics  and  patterns  common  to  ACOAs  and  of 
behaviors  known  to  benefit  personal  and  interpersonal 
relationships  for  ACOAs.   Thus,  the  treatment  focused  on 
multigenerational  patterns  in  families  where  alcoholism  or 
problem  drinking  is/was  present,  knowledge  of  characteristics 
and  problems  shared  by  ACOAs,  role  positions  commonly  adopted 
by  ACOAs,  social  and  familial  rules  generally  used  by  ACOAs, 
and  rituals  in  families  where  alcoholism  was  present. 

Positive  ritualistic  behavior  training,  in  particular, 
utilizes  the  Bowen  theory  concept  of  differentiation  (Bowen, 
1976,  1978;  Friedman,  1985,  1991;  Kerr,  1981;  Kerr  &  Bowen, 
1988).   According  to  Harvey  and  Bray  (1987),  personal 
authority  includes  differentiation  and  also  is  the 
developmental  step  immediately  beyond  differentiation. 
Personal  authority  reflects  a  peer-type  relationship  in  which 
offspring  are  able  to  have  intimate  and  simultaneously 
differentiated  relationships  with  parents.   This  stage  begins 
during  the  differentiation  phase  of  late  adolescence  and 
young  adulthood  and  typically  occurs  between  ages  30-45. 
Therefore,  the  age  range  of  participants  in  both  the 
experimental  and  control  groups  presumably  spanned  the  young 
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adult  to  midlife  personal  authority  development  range. 
Overall,  the  age  ranges  in  the  two  groups  were  highly 
similar.   Selection  of  participants  was  random  and  each  group 
had  almost  matched  characteristics  (e.g.,  the  experimental 
group  ranged  from  ages  22  to  42  with  nine  females  and  four 
males  and  the  control  group  ranged  from  ages  22  to  47  with 
nine  females  and  three  males) .   There  also  was  zero  attrition 
during  the  study.   All  persons  who  entered  the  study 
completed  posttest  and  follow-up  data  as  appropriate. 

Generalizability  Limitations 
According  to  Ary  (1985),  generalizability  may  be  divided 
into  two  components:   population  validity  (i.e.,  the 
population  to  whom  the  experimental  data  may  apply)  and 
ecological  validity  (i.e.,  the  degree  to  which  the 
experimental  effect  is  independent  of  the  particular 
experimental  environment) .   In  general,  this  study  possesses 
external  validity.   However,  several  limitations  exist  that 
may  have  influenced  generalizability:   (a)  volunteerism, 
(b)  pretest  sensitization,  and  (c)  experimenter  effect. 
Population  Validity 

Population  validity  affects  the  identification  of 
persons  to  which  the  results  of  the  experiment  apply  and  are 
appropriate.   The  results  of  this  study  can  be  generalized  to 
young  to  midlife  adults  in  communities  similar  to  Gainesville 
who  recognize  themselves  as  ACOAs . 

Volunteerism-   Self-selected  participants  may  be  more 
prone  to  change  or  modify  life  circumstances  than  other 
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persons  who  do  nor  self-select  into  similar  types  of 
psychoeducational  groups.   However,  in  general,  people  strive 
to  change  in  positive  ways.   Therefore,  although  these 
results  can  be  applied  specifically  only  to  those  people  who 
self-select  into  a  self-improvement  ACOA  group,  it  should  be 
acknowledged  that  there  are  large  numbers  of  people 
participating  in  self-help  groups  (Crandell,  1989;  Hibbard, 
1987;  Roush  &  DeBlassie,  1989;  Schwartzberg  &  Schwartzberg, 
1990) .   Additionally,  because  of  the  extensive  media  coverage 
given  to  ACOAs,  alcoholics,  and  codependents,  many  more 
individuals  are  able  to  recognize  themselves  as  members  of 
families  where  drinking  was  a  problem  (Somers,  1988). 

Another  factor  that  may  result  from  volunteerism  is 
heightened  awareness  of  individuals  in  an  educationally 
minded  community  such  as  Gainesville.   Generalizing  to 
populations  outside  of  a  university  community  may  be  limited 
because  Gainesville's  population  is  composed  largely  of 
academically  oriented  and  government-employed  people. 
Although  Gainesville  has  a  cross-section  of  employment  from 
rural  endeavors  to  technological  industries,  the  local  area 
does  not  have  an  economic  base  as  broad  as  some  areas  of  the 
country.   Therefore,  the  representativeness  of  the  sample  is 
most  appropriate  to  people  in  similar  communities. 
Ecological  Validity 

Ecological  validity  affects  conditions  present  in  the 
experimental  environment.   Particular  conditions  and 
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interactions  in  the  operation  and  setting  of  the  experiment 
may  limit  the  generaiizability  of  the  experimental  findings. 

Pretest  sensitization.   A  pretest  may  affect 
participants'  responses  to  the  experimental  variable (s), 
thereby  limiting  generaiizability  in  pretested  groups.   It 
could  be  argued  that  the  generaiizability  of  the  study  is 
limited  by  the  fact  that  the  resultant  sample  was 
"sensitized"  during  the  pretest.   However,  pretest 
sensitization  was  minimized  because  identity,  anxiety, 
rituals,  and  ritualistic  behavior  were  not  specifically 
addressed  in  pretest  assessment  instruments.   Further,  life 
satisfaction  was  identified  in  the  pretest  instrument,  but 
was  not  referred  to  during  treatment. 

Experimenter  effect.   Characteristics  or  behaviors  of 
the  experimenter  may  limit  the  generaiizability  of  the  study. 
However,  neither  the  researcher  nor  the  treatment  format  were 
atypical  of  persons  or  interventions  in  the  counseling 
profession.   In  fact,  females  are  in  the  majority  in  the 
profession  and  relatively  short-term,  group  interventions  are 
the  most  common  type  of  treatment.   Additionally,  the 
structured  treatment  format  makes  PRBT  one  that  can  be 
administered  by  any  qualified  person  interested  in  conducting 
such  a  group . 

Evaluation  of  Hypotheses 

Indicated  in  the  results  of  this  study  is  that  PRBT  did 
not  significantly  impact  identity  (HI  through  H7)  or  current 
anxiety  (H8) ,  nor  did  it  change  life  satisfaction  in  general 


J.3C 

(H9  through  H16)  for  apparently  well-functioning  ACOAs . 
However,  it  did  significantly  impact  life  satisfaction  on  one 
subscaie  (H16) .   An  interaction  effect  also  was  found  for  one 
identity  subscaie  (H4)  .   Each  of  these  variables  are 
discussed  separately  and  by  subscaie  according  to  the 
respective  hypotheses  for  the  experimental  and  control 
groups . 
Results  Based  on  the  Analyses  of  Covarianrp 

Kl :   There  is  no  difference  in  level  of 
intergenerational  intimacy  (differentiation  and  voluntary 
closeness  with  parents)  among  apparently  well-functioning 
ACOAs  as  a  result  of  PRBT.   No  significant  change  occurred  as 
a  result  of  participation  in  PRBT.   Therefore,  HI  was  not 
rejected. 

H2 :   There  is  no  difference  in  level  of 
intergenerational  individuation  (identity,  differentiation, 
and  autonomy  with  parents)  among  apparently  well-functioning 
ACOAs  as  a  result  of  PRBT.   No  significant  change  occurred  as 
a  result  of  participation  in  PRBT.   Therefore,  H2  was  not 
rejected. 

H3:   There  is  no  difference  in  level  of  personal 
authority  (simultaneous  differentiation  and  peer-like 
relationship  with  parents)  among  apparently  well-functioning 
ACOAs  as  a  result  of  PRBT.   No  significant  change  occurred  as 
a  result  of  participation  in  PRBT.   Therefore,  H3  was  not 
rejected  for  pre-post  change. 
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H4 :   There  is  no  difference  in  level  of 
intergenerational  intimidation  (lack  of  differentiation, 
inability  to  challenge  expectations  and  demands  or  :o  be 
assertive  with  parents)  among  apparently  well-functioning 
ACOAs  as  a  result  of  PRBT.   No  significant  change  occurred  as 
a  result  of  participation  in  PRBT.   Therefore,  H4  was  not 
rejected.   However,  there  was  a  significant  interaction 
effect  for  the  intergenerational  intimidation  subscale.   This 
result  is  consistent  with  Bray  &  Harvey  (1987)  as  the  ability 
to  be  assertive  (differentiated)  with  one's  parents. 

H5 :   There  is  no  difference  in  degree  of 
intergenerational  triangulation  (lack  of  differentiation, 
inability  to  challenge  rules  with  parents,  anxiety)  among 
apparently  well-functioning  ACOAs  as  a  result  of  PRBT.   No 
significant  change  occurred  as  a  result  of  participation  in 
PRBT.   Therefore,  H5  was  not  rejected. 

H6:   There  is  no  difference  in  level  of  peer  intimacy 
(differentiation  and  voluntary  closeness  with  friends  and 
romantic  partners)  among  apparently  well-functioning  ACOAs  as 
a  result  of  PRBT.   No  significant  change  occurred  as  a  result 
of  participation  in  PRBT.   Therefore,  H6  was  not  rejected. 

H7 :   There  is  no  difference  in  level  of  peer 
individuation  (identity,  differentiation,  and  autonomy  with 
friends)  among  apparently  well-functioning  ACOAs  as  a  result 
of  PRBT.   No  significant  change  occurred  as  a  result  of 
participation  in  PRBT.   Therefore,  H7  was  not  rejected. 
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n8 :   There  is  no  difference  in  degree  in  current  (state) 
anxiety  among  apparently  well-functioning  ACOAs  as  a  result 
of  PRBT.   No  significant  change  occurred  as  a  result  of 
participation  in  PRBT.   Therefore,  H8  was  not  rejected  for 
pre-post  change . 

H9:   There  is  no  difference  in  degree  of  life 
satisfaction  with  love  relationship (s)  among  apparently  well- 
functioning  ACOAs  as  a  result  of  PRBT.   No  significant  change 
occurred  as  a  result  of  participation  in  PRBT.   Therefore,  H9 
was  not  rejected. 

H10:   There  is  no  difference  in  degree  of  life 
satisfaction  with  mother  relationship  among  apparently  well- 
functioning  ACOAs  as  a  result  of  PRBT.   No  significant  change 
occurred  as  a  result  of  participation  in  PRBT.   Therefore, 
H10  was  not  rejected. 

Hll:   There  is  no  difference  in  degree  of  life 
satisfaction  with  father  relationship  among  apparently  well- 
functioning  ACOAs  as  a  result  of  PRBT.   No  significant  change 
occurred  as  a  result  of  participation  in  PRBT.   Therefore, 
Hll  was  not  rejected. 

H12 :   There  is  no  difference  in  degree  of  life 
satisfaction  with  peer-friend  relationships  among  apparently 
well-functioning  ACOAs  as  a  result  of  PRBT.   No  significant 
change  occurred  as  a  result  of  participation  in  PRBT. 
Therefore,  H12  was  not  rejected. 

H13:   There  is  no  difference  in  degree  of  life 
satisfaction  with  job-school  performance  among  apparently 
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well-functioning  ACOAs  as  a  result  of  PRBT.   No  significant 
change  occurred  as  a  result  of  participation  in  PRBT. 
Therefore,  H13  was  not  rejected. 

H14:   There  is  no  difference  in  degree  of  life 
satisfaction  with  leisure-play  activities  among  apparently 
well-functioning  ACOAs  as  a  result  of  PRBT.   No  significant 
change  occurred  as  a  result  of  participation  in  PRBT. 
Therefore,  H14  was  not  rejected. 

H15:   There  is  no  difference  in  degree  of  life 
satisfaction  with  hope  for  the  future  among  apparently  well- 
functioning  ACOAs  as  a  result  of  PRBT.   No  significant  change 
occurred  as  a  result  of  participation  in  PRBT.   Therefore, 
H15  was  not  rejected  for  pre-post  change. 

H16:   There  is  no  difference  in  degree  of  life 
satisfaction  with  personal  control  (self-regulation)  among 
apparently  well-functioning  ACOAs  as  a  result  of  PRBT. 
Significant  change  did  occur  as  a  result  of  participation  in 
PRBT.   Therefore,  H16  was  rejected.   This  result  is 
consistent  with  Friedman  (1991)  as  to  increased  self- 
regulation  with  increased  differentiation. 
Results  Based  on  the  Analyses  of  Variant 

Also  indicated  in  the  results  is  that  some  treatment 
effects  were  latent,  i.e.,  appeared  only  when  a  follow-up 
test  was  administered.   Subsequent  analyses  of  and 
comparisons  across  occasions  of  the  experimental  group's  mean 
scores  (i.e.,  pretest,  posttest,  and  follow-up)  revealed  that 
positive  ritualistic  behavior  training  did  significantly 
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impact  identity  (H3) ,  anxiety  (H8)  ,  and  life  satisfaction 
(H15  and  K16)  over  time.   These  specific  variables  are 
discussed  separately  and  by  subscale  according  to  the 
respective  hypotheses  for  the  experimental  group  (only)  . 

H3 :   There  is  no  difference  in  level  of  personal 
authority  (simultaneous  differentiation  and  peer-like 
relationship  with  parents)  among  apparently  well-functioning 
ACOAs  as  a  result  of  PRBT.   Significant  change  did  occur  in 
the  experimental  group  as  a  result  of  participation  in  PRBT. 
Personal  authority  is  the  developmental  step  immediately 
beyond  differentiation.   Therefore,  because  of  increased 
levels  of  differentiation  as  a  result  of  PRBT,  participants 
indicated  at  the  three  month  follow-up  that  they  were  able  to 
have  increased  peer-like,  intimate,  and  simultaneously 
differentiated  relationships  with  parent  (s).   Therefore,  H3 
was  rejected  across  occasions  for  the  experimental  group. 

H8:   There  is  no  difference  in  degree  of  current  (state) 
anxiety  among  apparently  well-functioning  ACOAs  as  a  result 
of  PRBT.   Significant  change  did  occur  in  the  experimental 
group  as  a  result  of  PRBT.   According  to  the  Bowen  theory, 
increased  differentiation  facilitates  a  "nonanxious 
presence."   Persons  with  a  more  developed  sense  of  identity 
react  less  anxiously  to  situations  and  interpersonal 
relations.   Participants  indicated  they  were  less  anxious  at 
the  three  month  follow-up  than  when  PRBT  began.   Therefore, 
H8  was  rejected  across  occasions  for  the  experimental  group. 
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H15:   There  is  no  difference  in  degree  of  life 
satisfaction  with  hope  for  the  future  among  apparently  well- 
functioning  ACOAs  as  a  result  of  PRBT.   Significant  change 
did  occur  in  the  experimental  group  as  a  result  of 
participation  in  PRBT.   Participants  indicated  a  significant 
increase  in  optimism  and  hopefulness  at  the  three  month 
follow-up.   Hopelessness  over  situational  or  personal 
interactions  decreased  as  a  result  of  PRBT.   Therefore,  H15 
was  rejected  across  occasions  for  the  experimental  group. 

H16:   There  is  no  difference  in  degree  of  life 
satisfaction  with  personal  control  (self-regulation)  among 
apparently  well-functioning  ACOAs  as  a  result  of  PRBT. 
Increased  differentiation  contributes  to  increased  self- 
regulation,  i.e.,  the  ability  to  control  one's  balance 
through  the  reciprocal  internal  and  external  processes  of 
self-differentiation  and  anxiety.   Participants  at  the  three 
month  follow-up  indicated  greater  personal  control  over  their 
lives,  which  in  turn  impacted  life  satisfaction,  as  a  result 
of  PRBT.   Significant  change  did  occur  in  the  experimental 
group  as  a  result  of  participation  in  PRBT.   Therefore,  H16 
was  rejected  across  occasions  for  the  experimental  group. 

Also  indicated  in  the  results  is  the  strength  of 
intention  (7.22  mean  on  a  scale  of  1  through  10)  to  use, 
practice,  and  adapt  positive  ritualistic  behaviors.   This 
intent  to  engage  in  behaviors  learned  in  PRBT  may  help 
participants  to  create,  maintain,  and  adapt  meaningful 
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rituals  that  enhance  personal  and  interpersonal  identity, 
reduce  anxiety,  and  increase  life  satisfaction  for  ACOAs . 

Imp] i rati  on^ 

There  are  several  implications  associated  with  the 
findings  of  this  study  relative  to  the  Bowen  theory  of 
differentiation,  the  need  for  follow-up  research,  and 
suggestions  for  counseling  practice  and  counselors  in 
relation  to  apparently  well-functioning  young  adult  to 
midlife  ACOAs. 

Implications  for  theory  are  that  the  effects  of  PRBT 
were  less  successful  than  predicted.   Although  PRBT  did  not 
work  as  well  as  it  could  have,  it  did  work  in  some  regards. 
Immediate  results  of  PRBT  were  minimal,  but  more  significant 
results  occurred  at  follow-up  assessment. 

Differentiation  (i.e.,  a  clear,  defined,  stable  sense  of 
self)  represents  the  pivotal  theoretical  issue  in  PRBT.   Lack 
of  differentiation  (i.e.,  little,  false,  or  no  sense  of 
self),  produces  dysfunctional  intrapersonal  and  interpersonal 
identity  and  anxiety.   Adult  children  of  alcoholics  are  known 
to  have  many  problems  associated  with  differentiation  and 
anxiety  (Ackerman,  1986;  Berenson,  197  6;  Berkowitz  &    Perkins, 
1988;  Black,  1979;  Cermak  &  Rosenfeld,  1987;  Deutsch,  1982; 
Friedman,  1985,  1991;  Giglio  &  Kaufman,  1990;  Kinney  & 
Leaton,  1987;  Lawson  et  al . ,  1983;  Nathanson,  1987;  Rivinus, 
1991;  Snubby,  1990;  Steinglass,  1980;  Wegscheider,  1981; 
Woititz,  1983,  1985) .   Thus,  problems  associated  with  lack  of 
differentiation  and  anxiety  impact  ACOA's  life  satisfaction. 
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Unfortunately,  indicated  was  that  PRBT  did  not  make 
immediate,  significant  differences  in  levels  of 
differentiation,  anxiety,  or  general  life  satisfaction. 
However,  PRBT  did  make  significant  difference  in  the 
experimental  group's  levels  of  personal  control  (life 
satisfaction) .   Additionally,  data  derived  across  occasions 
for  the  experimental  group  (only)  in  this  study  indicated 
that  PRBT  made  significant  differences  over  time  in  levels  of 
differentiation,  anxiety,  and  life  satisfaction.   Therefore, 
the  effects  of  PRBT  may  require  at  least  three  months  to 
manifest . 

Also  implied,  from  the  results  of  this  study,  is  that 
theorists  need  to  take  into  account  how  much  change  needs  to 
occur  in  what  amount  of  time.   Although  a  few  theorists 
suggest  that  change  will  occur  in  identifiable  time  frames  if 
certain  procedures  are  implemented,  e.g.,  behavioral, 
strategic,  and  time-limited  interventions,  time  frames  for 
predictable  change  are  largely  unknown  and  unspecified. 
Because  of  ACOA's  long-term  developmental  traumat ization  and 
the  possibility  of  repeating  dysfunctional  family  of  origin 
patterns  in  adult  relationships,  "depth"  theories  such  as 
developmental,  interpersonal,  psychoanalytic,  trauma, 
systems,  and  self-psychology,  currently  are  being  developed, 
tested,  and  implemented  (Rivinus,  1991) .   In  fact,  for 
populations  with  traumatic  developmental  issues,  theories 
that  focus  on  long-term,  delayed  results  may  have  more 
theoretical  efficacy.   Further,  because  the  Bowen  theory  is 


166 


concerned  with  fundamental  issues  of  life  which  are  seen  as 
evolutionary  processes  that  go  back  to  the  beginning  of  time, 
a  Bowenian  theorist  would  have  little  or  no  concern  over  lack 
of  short-term,  specific  treatment  outcome  (Friedman,  1991) . 

Implications  for  research  are  that  in  order  to  study  the 
effects  of  activities  such  as  PRBT,  evaluation  of  long-term 
effects  are  needed.   Although  immediate  and  intermediate 
results  are  necessary  and  beneficial  in  "tracking"  change, 
change  that  manifests  over  time  necessitates  follow-up 
research  methods.   In  fact,  pretest  and  posttest  designs  that 
do  not  include  follow-up  measures  may  be  inappropriate  for 
populations  such  as  ACOAs . 

Another  implication  for  research  is  that  the 
participating  ACOAs  may  have  been  resistant  to  PRBT  or 
possessed  certain  psychological  traits  and  characteristics 
that  allowed  them  to  manage  stressors  and  pressures 
associated  with  the  parental  problem  drinking  more 
effectively  and  positively.   Therefore,  the  extent  of 
problematic  relationships  between  ACOAs  and  their  family  of 
origin  as  well  as  characteristics  delineating  more  well- 
functioning  ACOAs  from  less  well-functioning  ACOAs  need  to  be 
defined  more  clearly  through  future  research. 

The  primary  implication  for  counseling  practice  is  that 
neither  clients  or  counselors  should  expect  immediate, 
observable  results  from  PRBT  or  similar  activities. 
Therefore,  if  clients  or  counselors  anticipate  or  need  short- 
term  specific  outcome  results,  activities  other  than  PRBT 
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probably  should  be  implemented.   However,  PRBT  might  be 
modified  to  focus  on  short-term  results.   For  example, 
because  state  anxiety  can  be  incrementally  measured,  PRBT 
might  focus  on  anxiety  reduction  (only)  through  positive 
ritualistic  behavior  change.   Positive  ritualistic  behavior 
training  also  might  be  modified  to  produce  short-term  results 
by  focusing  on  one  hypothesis  to  increase  differentiation  or 
life  satisfaction,  e.g.,  intergenerational  individuation  or 
peer-friend  relationship (s) . 

Another  implication  from  the  study  for  counselors  in 
relation  to  apparently  well-functioning  young  adult  to 
midlife  ACOAs  is  that  counselors  trained  to  implement  PRBT 
should  focus  on  long-term  or  delayed  treatment  outcomes. 
Core  variables  such  as  identity,  anxiety,  life  satisfaction, 
role  positions,  rule  modification,  and  ritual  implementation 
may  need  extended  time  frames  for  practice  and  maintenance. 
Therefore,  counseling  results  would  be  delayed. 

It  should  be  noted  that  the  knowledge  gained  from  this 
study  serves  to  enhance  efforts  of  counselors  who  have  cause 
to  work  with  apparently  well-functioning  ACOAs  and  similar 
populations.   Perhaps  most  important  is  the  fact  that 
counselors  until  now  have  known  very  little  about  long-term 
change  following  short-term  interventions.   Based  on  the 
results  of  this  study,  it  seems  evident  that  ACOAs  do  not 
experience  high  levels  of  change  immediately  from  activities 
such  as  PRBT.   However,  some  changes  may  manifest  later. 
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Therefore,  more  foliow-up  interventions  and  activities  need 
to  be  developed. 

Counselors  providing  group  counseling  services  to  ACOAs 
also  can  benefit  from  knowing  that  individuals  from  different 
"developmental  stages,"  e.g.,  young  to  midlife  adults,  were 
able  to  derive  benefits  from  the  heterogeneous  mixture  of  the 
group.   Therefore,  young  adult  participants  could  benefit 
from  in  viva  exposure  to  midlife  adults  and  midlife  adults 
could  see  young  adult  patterns  that  may  have  contributed  to 
their  development.   Thus,  mixed  age  (and  gender)  groups  may 
help  participants  to  identify  identity  patterns  and 
characteristics  of  ACOAs  more  clearly. 

Recommendar  iopc; 

In  general,  "blanket"  endorsements  to  use  PRBT  cannot  be 
made.   That  is,  the  results  of  this  study  did  not  fully 
support  the  premise  that  PRBT  should  relatively  immediately 
affect  differentiation,  anxiety,  and  life  satisfaction  for 
apparently  well-functioning  ACOAs.   The  variables 
investigated  in  this  study  between  groups,  with  the  exception 
of  satisfaction  with  personal  control  (LSS) ,  were  not 
statistically  significant  for  differentiation,  anxiety,  and 
life  satisfaction  among  young  to  midlife  apparently  well- 
functioning  ACOAs.   Additionally,  most  of  the  variables 
investigated  in  this  study  across  occasions  for  the 
experimental  group  (only)  were  not  significantly  different, 
with  the  exception  of  personal  authority  (differentiation), 
state  anxiety  (anxiety),  and  hope  for  the  future  and  personal 
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control  (life  satisfaction).   Therefore,  it  is  recommended 
that  more  emphasis  be  placed  on  other  dynamics,  e.g., 
interpersonal  relationships,  interactions,  and  ritualistic 
behaviors  between  ACOAs  and  family  of  origin  members  and/or 
significant  others,  which  may  affect  the  variables  in 
significant  ways. 

Counselors  also  should  take  into  consideration  that 
application  of  "depth"  theories  (such  as  the  Bowen  theory) 
necessitate  considerable  time  for  affects  to  become  evident 
(Bowen,  1976,  1978;  Friedman,  1985.  1991).   Friedman 
(personal  communication) ,  for  example,  has  found  that  the 
duration  of  intervention  is  more  important  than  the  frequency 
of  intervention.   Therefore,  a  longer  overall  time  format 
should  allow  more  time  to  develop,  practice,  and  adapt 
rituals  as  well  as  attitude  change  from  PRBT. 

Increasing  the  PRBT  time  format  also  may  improve  its 
effectiveness.   For  example,  PRBT  could  incorporate  more 
in-group  sharing  of  family  rituals  practiced  by  having  nine 
sessions  of  biweekly  meetings.   Subsequently,  PRBT  could 
incorporate  two  consecutive,  follow-up  monthly  meetings. 
Using  this  format,  PRBT  would  span  approximately  one-half 
years  and  extend  the  original  9-week,  2-hour  per  week  format 
by  4  additional  hours.   This  should  allow  sufficient  time  for 
the  effects  of  PRBT  to  manifest  fully. 

Particular  PRBT  activities  also  need  more  attention. 
For  example,  the  intergenerational  variables  could  be  more 
clearly  emphasized  and  delineated  and  more  specifically 
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addressed.   This  could  be  accomplished  through  a  complete 
session  devoted  to  intergenerational  intimidation  and  a 
ritual  initiated  for  the  purpose  of  modifying  these 
particular  variables. 

Another  recommendation  is  to  use  a  time-series  design 
for  the  research  methodology.   Such  a  design  would  involve 
periodic  measurement  of  the  experimental  group  during  PRBT 
treatment,  thus  providing  measurements  repeatedly  during 
PRBT.   It  would  then  be  possible  to  determine  clearly  at  what 
points  in  PRBT  the  effects  became  evident. 

It  also  is  recommended  that  researchers  use  larger 
samples  in  subsequent  PRBT  research.   Studies  with  small 
samples  such  as  12  and  13  per  group  are  optimal  for  group 
interactions,  but  possibly  insufficient  to  obtain 
statistically  significant  results.   Therefore,  research 
involving  multiple  experimental  and  control  groups  to  enable 
examination  of  pooled  effects  is  recommended. 

An  examination  of  other  variables  effective  for 
identification  of  healthy,  differentiated,  resilient,  and 
apparently  well-functioning  ACOAs  should  be  undertaken. 
Although  ACOAs  experience  high  levels  of  dysfunction  and 
psychopathology  associated  with  the  demands  and  pressures  of 
being  raised  in  family  where  alcohol  was  a  problem,  some  are 
surprisingly  resilient  and  well-functioning.   Therefore, 
better  identification  and  selection  criteria  would  help  to 
clarify  who  could  benefit  most  from  PRBT. 
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Deeply  ingrained  dynamics  such  as  identity,  anxiety,  and 
life  satisfaction  apparently  require  considerable  time  to 
change.   Therefore,  counselors  being  trained  to  implement 
activities  such  as  PRBT  should  be  told  to  take  into  account 
the  time  necessary  for  change  to  manifest.   Conversely,  if 
counselors  or  trainees  seek  immediate  changes,  they  should  be 
told  to  use  interventions  other  than  PRBT. 

It  is  also  recommended  that  PRBT  be  applied  to  specific 
target  populations  such  as  substance  abusing  ACOAs,  college- 
age  ACOAs,  couples  or  marital  dyads  in  which  at  least  one 
member  is  an  ACOA,  young  children  of  alcoholic  parents, 
highly  anxious  and/or  depressed  ACOAs,  ACOAs  leaving  home, 
and  ACOAs  who  experience  chronic  career  indecision  or 
intimacy  dysfunctions.   These  particular  groups  should  be 
targeted  because  individuals  with  increased  differentiation 
are  less  likely  to  abuse  substances  to  relieve  internal 
anxiety  or  build  false  identity  through  drugs.   Individuals 
who  experience  more  personal  control  in  their  lives  are 
better  equipped  to  leave  home  as  differentiated  young  adults. 
Couples  should  be  targeted  so  that  anxiety  transmission  in 
the  marital  dyad  or  to  offspring  is  reduced.   Targeting  young 
children  for  PRBT  gives  offspring  more  personal  control  over 
little  understood  feelings  as  well  as  increased  hope  for  the 
future.   Highly  anxious  and  depressed  individuals  can  benefit 
from  the  effects  of  PRBT  with  better  control  over  anxiety- 
producing  situations.   Better  differentiated  individuals  also 
will  be  able  to  make  career  choices  based  on  "who  they  are" 
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rather  than  who  "others  need  them  to  be."  Individuals  with 
higher  levels  of  personal  authority,  personal  control,  hope 
for  the  future,  and  lower  levels  of  anxiety,  will  be  better 
able  to  have  healthy  intimate  relationships. 

Summary 
Apparently  well-functioning  ACOAs  are  a  population  at 
risk  for  lifelong  dysfunction  and  are  more  likely  to  create 
dysfunctional  families  of  their  own.   Bowen  (1976,  1978), 
Friedman  (1985,  1991),  and  others  have  noted  that  dysfunction 
passes  from  generation  to  generation,  progressively  worsening 
through  each  succeeding  generation.   Rituals  are  a  strategy 
for  protecting  children  of  alcoholics  from  multigenerational 
transmission  of  alcoholism.   Positive  ritualistic  behavior 
training  was  designed  to  integrate  these  two  major  ideas  and 
to  emphasize  the  ability  of  psychoeducational  groups  to 
minimize,  reduce,  interrupt,  or  change  multigenerational 
transmission  of  dysfunctional  behaviors  in  adult  offspring  of 
families  where  parental  drinking  was  a  problem.   Although 
PRBT  was  not  as  effective  as  anticipated,  the  use  of  PRBT 
should  not  be  discarded.   The  intervention  used  in  this  study 
was  well-received  by  the  participants  as  evidenced  by  the 
zero  attrition.   Participants  apparently  received  benefits, 
such  as  group  cohesiveness  and  a  sense  of  belonging,  which 
were  not  assessed  in  this  study.   Therefore,  the  participants 
had  a  positive  group  experience,  acquired  additional 
knowledge,  and  showed  some  positive  change.   Positive 
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ritualistic   behavior    training   was    not    fully   effective,    but 
leither  was    it    fully    ineffective. 


APPENDIX  A 
LETTER  OF  INVITATION  AND  PRBT  FLYER 


Janet  M.  Glumac,  Ed.S.,  LMFT 
Director 

Philip  Neri  Center,  Inc. 
14900  N.W.  48th  Avenue 
Gainesville,  FL   32606 
(904)  332-4860 


Dear 


Enclosed  is  a  flyer  describing  an  opportunity  for  some 
young  to  midlife  adults  with  whom  you  may  come  in  contact. 
Many  young  to  midlife  adults  who  are  successful  and  well- 
functioning  in  academic  and  social  areas  of  their  lives  are 
also  experiencing  problems  in  other  areas  of  their  lives  such 
as  personal  life  satisfaction,  disrupted  family 
relationships,  and  inability  to  maintain  relationships.   It 
is  apparent  that  many  current  difficulties  affecting 
outwardly  well-functioning  individuals  may  be  related  to 
being  raised  in  a  home  where  one  or  more  parents 
experience (d)  problem  drinking. 

Positive  Ritualistic  Behavior  Training  (PRBT)  is  a 
prevention  program  for  apparently  well-functioning,  young  to 
midlife  adult  children  of  alcoholics  (ACOAs) .   PRBT  is  a 
psychoeducational  group,  not  a  therapy  group.   The  format 
addresses  personal  behavior  patterns  and  interpersonal 
relationships  common  to  ACOAs.   It  is  a  9-week  structured 
program  for  behavior  change  for  situations  distressful  to 
ACOAs.   Participants  will  meet  2  hours  per  session. 
Attendance  is  necessary  for  all  sessions.   Holidays  and 
University  of  Florida  academic  breaks  will  be  incorporated 
into  the  group  schedule.   An  appropriate  location  and  time 
convenient  for  all  will  be  announced  after  participant 
screening.   There  is  no  charge  for  the  service  but  positions 
are  limited.   If  a  person  is  judged  to  be  ineligible  for 
PRBT,  an  attempt  will  be  made  to  refer  to  another  service 
agency. 

Janet  M.  Glumac,  Ed.S.,  a  licensed  marriage  and  family 
therapist,  has  been  conducting  PRBT  since  1986.   This  program 
is  the  fifth  in  a  series  and  is  part  of  her  doctoral 
dissertation  research.   Further  information  or  appropriate 
referrals  can  be  directed  to  her.   Please  leave  a  message 
including  name,  phone  number (s),  and  best  time(s)  for 
contact.   Thank  you  for  your  consideration. 

Sincerely  yours, 


Janet  M.  Glumac,  Ed.S.,  LMFT 


JMG/'cam 
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POSITIVE  RITUALISTIC  BEHAVIOR  TRAINING 

PRBT 

for 
ACOAs 

ADULT  CHILDREN  OF  ALCOHOLICS 
Are  you .... 
eighteen  to  fifty  years  old? 

from  a  home  where  your  parent (s)  had/have  a  drinking  problem? 
interested  in  improving  your  awareness  about  relationships? 
well-functioning  in  some  areas? 
concerned  about  no  functioning  well  in  some  areas? 

experiencing  difficulties  with  friends,  family  or  personal 
relationships? 

having  problems  in  areas  that  were  previously  not 
problematic? 

interested  in  improving  your  life  satisfaction? 

PRBT. . . . 

is  a  psychoeducational-prevention  group;  nojL  a  therapy  group. 

addresses  personal  behavior  patterns  and  interpersonal 
relationships  common  to  ACOAs. 

increases  awareness  and  behavior  change  for  problem 
situations . 

lasts  9  weeks,  2  hours  per  session. 

limits  participation  to  12  or  13  members  per  group. 

(attendance  necessary  for  all  sessions  due  to  sequential  format) 

For  more  information  call: 

Janet  M.  Glumac,  Ed.S 

Licensed  Marriage  and  Family  Therapist 

Philip  Neri  Center 

(904)  332-4860 

Please  leave  your  name,  phone  number(s),  and  times  you  can  be 
reached.   There  is  no  charge,  but  positions  are  limited    If 
judged  to  be  ineligible  for  the  program,  attempts  will  be 
made  for  referral  to  another  service  agency. 

Thank  You 


APPENDIX  B 
ACOA  INTERVIEW  SCREENING  CHECKLIST 


Question:                              Inclusion        Exclusion 
How  old  are  you?  


What  is  your  marital  status? 


Are  you  able  to  attend  one 
of  the  two  PRBT  groups? 

Are  you  able  to  attend  the 
entire  2-hour  weekly  session? 

Are  you  able  to  attend  all  of 
the  9  PRBT  sessions? 

Did  you/Do  you  have  a  drinking 
problem? 


Are  you  attending  AA/Alanon? 

Are  you  currently  in  therapy 
for  ACOA  issues? 

Are  you  interested  in  PRBT  as 
therapy  group? 

Are  you  interested  in  increasing 
awareness  about  personal  behavior 
patterns? 

Are  you  interested  in  increasing 
awareness  about  interpersonal 
relationship  patterns? 

Are  you  experiencing  some 
personal  or  interpersonal 
discomfort  at  this  time? 

Are  you  committed  to  attending 
all  9  sessions  for  the  full 
2-hour  time  period? 


18-50)         (-18  —  50) 


(married  (NA) 

single) 


(yes)  (no) 


(yes)  (no) 


(yes)  (no) 


(yes)  (no) 


(yes)  (no) 


(yes)  (no) 


(yes)  (no) 


(yes)  (no) 


(yes)  (no) 


(yes)  (no) 


(yes)  (no) 


178 


APPENDIX  C 
POSITIVE  RITUALISTIC  BEHAVIOR  TRAINING  SCHEDULE 


Note:   Participants  were  informed  that  9  weekly  groups  meet  for 
2  hours  per  week;  the  activities  are  scheduled  for  1-1/2  hours, 
with  the  additional  1/2  hour  allotted  for  extra  activity  time; 
if  activities  are  adequately  covered  in  less  than  anticipated 
time,  the  croup  will  meet  for  8  instead  of  9  weeks. 


Session  I 
Topic (s) : 


Goal  (s) 


Activity (s) 


Homework : 

Next  Week : 

Session  II 
Topic  (s)  : 

Goal  (s)  : 


Activity (s) 


Homework : 
Next  Week 


Introduction 

PRBT  Purpose  and  Overview 

Common  Patterns  in  Alcoholic  Families 

Genogram  Demonstration 

Overview  of  PRBT  sessions 

To  develop  group  cohesiveness  and  support 

To  know  general  patterns  in  families 

where  parental  alcoholism  is/was  present 
To  demonstrate  genogram  construction 
To  introduce  next  week's  topic: 

Multigenerational  Transmission  Patterns 

Introduction  of  researcher,  participants, 

and  PRBT  format 
Presentation  of  personal  and  interpersonal 

dynamics  common  to  ACOAs  and  their  families 
General  description  of  common  patterns  associated 

with  parental  alcoholism  in  the  family  of  origin 
Demonstration  of  genogram  construction 

Each  member  constructs  a  multigenerational 
genogram  for  group  presentation 

Multigenerational  Transmission  Patterns 


Multigenerational  Transmission  Patterns 
Genograms 

To  know  multigenerational  similarities  and 
differences  of  families  having  an  alcoholic 
parent (s)  or  stepparent (s) 

To  become  aware  of  multigenerational  patterns 

To  develop  group  cohesiveness  and  support 

To  introduce  next  week's  topic 

Researcher  presentation  of  multigenerational 

transmission  patterns 
Half  of  group  members  present  their  family  of 

origin  genogram  in  approximately  15  minutes 

per  person 
Group  discussion  after  genogram  presentations 

List  mother's  and  father's  multigenerational 
patterns  in  PRBT  Journal 

Remaining  Multigenerational  Transmission  Patterns 


180 


181 


Session  III 
Topic  (s)  : 

Goal  (s)  : 


Activity (s) 


Homework : 
Next  Week : 

Session  IV 
Topic (s) : 
Goal  (s)  : 


Activity (s) 


Homework 


Multigenerationai  Patterns 
Genograms 

To  know  multigenerationai  genogram 

similarities  and  differences  of  families 
having  one  an  alcoholic  parent  (s)  or 
stepparent (s) 

To  become  aware  of  multigenerationai  patterns 

To  develop  group  cohesiveness  and  support 

To  introduce  next  week's  topic 

Group  discussion  of  multigenerationai  patterns 

listed  in  PRBT  Journal 
Remaining  group  members  present  their  family 

of  origin  genogram  for  approximately  15 

minutes  per  person 
Discussion  of  mother's  and  father's 

multigenerationai  patterns 

None 

Family  of  Origin  Roles 


ACOA  Family  of  Origin  Roles  and  Current  Identity 

To  identify  family  of  origin  role  positions 
To  know  how  family  of  origin  roles  positively 

and  negatively  impact  current  identity 
To  develop  group  cohesiveness  and  support 
To  introduce  next  week's  topic 

Presentation  of  ACOA  family  of  origin  role 

positions  and  characteristics 
Members  compare  and  list  past  and  present 

ACOA  roles  and  role  characteristics 
Group  discussion  of  family  and  current 

interpersonal  role  positions  and 

characteristics 

List  family  of  origin  roles  and 

characteristics  in  PRBT  Journal 
List  current  roles  and  characteristics  in 

PRBT  Journal 


Next  Week 


Rituals  and  Ritualistic  Behavior 
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Session  V 
Topic (s)  : 


Goal  (s) 


Activity (s) 


Homework 


Next  Week 


Activity (s) 


Homework 


Next  Week 


Rituals,  Ritualistic  Behavior,  and  Current  Identity 

Types  of  rituals 

Rituals  and  family  identity 

Rituals  and  individual  identity 

To  know  how  rituals  defined  family  life 

To  know  how  family  rituals  influence  current 

ritualistic  behavior 
To  identify  rituals  in  current  situations 
To  develop  group  cohesiveness  and  support 
To  introduce  next  week's  topic 

Group  discussion  on  role  position  and 

characteristics  listed  in  the  PRBT  Journal 

Presentation  on  family  rituals  and  identity 
development 

Members  compare  types  of  family  rituals 

Members  compare  the  impact  of  alcohol  on 
family  rituals 

List  different  types  of  rituals 
List  positive  family  rituals  in  PRBT  Journal 
List  negative  family  rituals  in  PRBT  Journal 
List  family  rituals  that  were  not  impacted  by 

parental  alcoholism 
List  family  rituals  that  were  disrupted  by 

parental  alcoholism 
List  family  rituals  that  were  eliminated 

by  parental  alcoholism 

Family  of  Origin  Rules  and  Current  Identity 


Family  of  Origin  Rules  and  Current  Identity 

To  know  similarities  and  differences  in 
family  of  origin  covert,  overt,  positive, 
and  negative  rules 

To  know  how  family  rules  impact  current 
identity  and  behavior  patterns 

To  develop  group  cohesiveness  and  support 

To  introduce  next  week's  topic 

Group  discussion  about  similarities  and 
differences  in  family  of  origin  rules 
Group  discussion  about  the  consequences  of 
family  rules  on  current  identity  and  situations 

List  overt,  covert,  positive,  and  negative 

family  of  origin  rules 
List  current  positive  and  negative 

consequences  of  family  rules  in  PRBT  Journal 

Triangles,  Identity,  Anxiety,  and  Positive 
Ritualistic  Behavior  Training 
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Session  VII 


Topic (s) :       Triangles,  Identity,  Anxiety,  and  Positive 

Ritualistic  Behavior  Training 
Triangles,  identity,  and  anxiety 
Role  triangulation,  identity,  and  anxiety 
Rule  triangulation,  identity,  and  anxiety 
Ritualistic  behavior  to  replace  identity 

decreasing  triangles 
Ritualistic  behavior  to  interrupt 
anxiety  producing  triangles 

Goal(s):        To  understand  the  triangulation  concept 
To  know  role  triangles 
To  know  rule  triangles 
To  know  identity  decreasing  role  triangles  and 

rule  triangles 
To  know  anxiety  producing  role  triangles  and 

rule  triangles 
To  know  positive  ritualistic  behavior  can 

interrupt  identity  decreasing  role  or  rule 

triangles  in  current  or  interpersonal 

situations 
To  know  positive  ritualistic  behavior  can 

interrupt  anxiety  producing  role  or  rule 

triangles  in  current  or  interpersonal 

situations 
To  develop  group  cohesiveness  and  support 
To  introduce  next  week's  topic 

Activity(s):    Choose  and  list  in  the  PRBT  Journal  two 

roles  and  two  rules  that  decrease  identity 
in  current  situations 

Draw  the  triangle  for  each  identity  decreasing 
role  and  rule  in  the  PRBT  Journal 

Choose  and  list  from  the  PRBT  Journal  two 

roles  and  two  rules  that  increase  anxiety  in 
current  situations 

Draw  the  triangle  for  each  anxiety  producing 
role  and  rule  in  the  PRBT  Journal 

Practice  developing  a  positive  ritualistic 
behavior  (daily  patterned  type)  that  will 
impact  1  of  the  4  identified  identity 
decreasing  roles  or  rules  in  a  current 
situation 

Practice  developing  a  positive  ritualistic 
behavior  (daily  patterned  type)  that  will 
impact  1  of  the  4  identified  anxiety 
producing  roles  or  rules  in  a  current 
situation 
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HomeworK : 


Next  Week 


Develop  a  positive  ritualistic  behavior  that 
enhances  identity  and  reduces  anxiety  in  a 
current  role  or  rule  situation 

List  the  positive  ritualistic  behavior  in 
the  PRBT  Journal,  include  a  detailed 
description  of  the  positive  ritualistic 
behavior,  purpose  of  the  positive  ritual, 
negative  behavior  replaced,  time(s)  and 
place (s)  enacted,  person  (s)  (if  any) 
included,  and  practice  record  of  positive 
ritualistic  behavior 

Draw  both  the  original  identity  decreasing  and 
anxiety  producing  triangles  and  the  positive 
identity  enhancing  and  anxiety  producing 
triangles 

Practice  the  positive  ritualistic  behavior 

Tailoring  Positive  Ritualistic  Behavior 

Training 
Consequences  of  Change 


Session  VIII 
Topic (s) : 


Goal (s) 


Activity (s) 


Homework : 
Next  Week : 


Positive  Ritualistic  Behavior  Training 
Results  and  consequences  of  PRBT 
Consequences  of  change 

To  list  the  positive  and  negative  results 

of  PRBT 
To  adjust  the  negative  results  of  PRBT 
To  reinforce  the  positive  results  of  PRBT 
To  know  the  consequences  of  change 
To  develop  group  cohesiveness  and  support 
To  introduce  next  week's  topic 

Allow  each  member  to  present  positive 

and  negative  results  of  positive  ritualistic 
behavior  development  and  practice 
Offer  group  suggestions  for  PRBT  adjustment 
Offer  group  support  for  PRBT  successes 
Anticipate  the  consequences  of  PRBT 
List  the  consequences  of  change  in  PRBT 
Journal 

To  bring  a  symbol  of  PRBT  to  the  last  group 
session 

PRBT  Symbol  and  Closing 
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Session  IX 

Topic(s):        PRBT  Closing 

PRBT  reports 

Member  symbol  presentation 
Posttest  packet  completion 

Goal(s):        To  present  current  status  of  PRBT 

To  present  symbols  to  the  group  that  indicate 

the  change  that  has  occurred  as  a  result  of  PRBT 
To  have  PRBT  Journal  as  record  of  PRBT 
To  have  developed  a  cohesive  and  supportive 

group  for  ACOAs 
To  complete  posttest  packet 

Activity(s):    Each  member  presents  the  past  week's 

experience  with  PRBT 
Group  members  offer  suggestions  and  support 

for  presented  ritual 
Group  member  presents  a  symbol  that  represents 

the  change  that  has  occurred  as  a  result  of 

PRBT  group  and  places  this  symbol  in  the 

PRBT  Journal 
The  group  completes  the  posttest  packet 
The  group  closes  with  ritual  pot-luck  snack 
The  group  sets  3  month  follow-up  session 
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.-  Month  Fol  Inw-rip 

Topic  (s):       Current  identity,  identity  change 

Current  anxiety,  anxiety  change 
Family  of  origin  interactions,  family  of 

origin  interaction  change 
Current  interactions,  interaction  change 
Current  roles,  role  change 
Current  rituals,  ritual  change 
Current  rules,  rule  change 
Current  triangles,  trianguiation  change 
Ritualistic  behavior  patterns 

Goal(s):        To  acknowledge  identity  levels 

To  acknowledge  anxiety  levels 
To  acknowledge  current  family  of  origin 

interactions 
To  acknowledge  current  role  positions 
To  acknowledge  current  rituals 
To  acknowledge  current  rules 
To  acknowledge  current  triangles 
To  acknowledge  current  ritualistic  behaviors 

Activity(s):    The  group  completes  the  3  month  follow-up 

packet 
Group  members  discuss  identity  levels 
Group  members  discuss  anxiety  levels 
Group  members  discuss  family  of  origin 

interactions 
Group  members  discuss  current  role  positions 
Group  members  discuss  current  rituals 
Group  members  discuss  current  rules 
Group  members  discuss  current  triangles 
Group  members  discuss  current  ritualistic 

behaviors 
Group  members  discuss  consequences  of  change 


APPENDIX    D 
PRBT    JOURNAL 


MULTIGENF.RATTONAT.    FAMTT.Y-OF -ORIGIN    GF.NOGRAM 
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LIST  OF  TNTERGENERATTONAT,  PATTERNS 

Mother's  Familv-of-Origin  Father's  Family-of-Origin 


190 


LIST  QF  .-AHILY-PP-ORTGTN  ROLES  AND  THEIR  CHARACTERISTIC  • 
LIST  CURRENT  ROLES  AND  THEIR  CHARACTERISTIC; 


Family-or-Criain  Role(s) : 


Characteristics  for  parh  f  ami  1  y-of-ori  gi  n  '-nip 


Current  role(sl 


Characteristics  for  earh  current-  rnlP' 
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LIST  OF  DIFFERENT  TYPES  OF  FAMILY-OF-ORTGTN  RTTTTAT.S 

POSITIVE  AND  NEGATIVE  FAMILY  RITUALS,  FAMILY  RITUALS  THAT 
WERE  DISRUPTED,  ELIMINATED,  AND  NOT  IMPACTED  BY  PARENTAL 

ALCOHOLISM 

Celebration  Rituals: 


Tradition  Rituals 


Daily  Patterned  Behavior  Rituals 


Positive  Family  Rituals: 


Negative  Family  Rituals: 


Family  rituals  that  were  not  impacted  by  parental  alcohol j 


sm: 


Family  rituals  that  were  disrupted  by  parental  alcoholism: 


Family  rituals  that  were  eliminated  by  parental  alcoholism: 
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LIST  OF  nyFRT  AND  COVERT.  POSTTTVF,  AMD  NF.OATTVR 
rAMILY-OF-ORTKTN  RfTT,^ 

-vert  Familv-of-Qricrin  Rules: 


Coverr.  Family-of-Oriain  Rules 


'ositive  Family-of-Orim'n  Rules 


Negative  rami  1 y-of-Pr^cH  n  RhIpq 
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LIST  OF  CURRENT  POSTTTVE  AND  NF.HATTVF,  CONSEQUENCES  OF 

FAMILY-OF-ORTCTN  RUT.FS 

'ositive  Consequences  Negative  Consequences 
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TRIANCiT.F.q  AND  PRRT 

?s  'hat  decrease  ;der.ti-y  i.n  current  situations- 


oc  t-  h 


that  decrease  identity  H,  current  sitnarinn- 


Rgle  Triangle  Role  Triangle 


Rule  Triangle  Rule  TH,nalP 


:oies  that    increase   anxiety   in   n^r-nt   situation 


rules  "hat   incrpasp  an&i&tv,  in 


current    sj  tuat  j  ons  • 


Role    Triangle  Role    Trian^l- 


Rule   Triangle  Rule    Triangle 


Positive    ritual i^tir    behavior    (daily   patterned    type)     for   anvi^ty 


Positive  ritualist^  hshaxioz   fdaiiv  patterned  tvPP)    r„r  identity 
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POSITIVE  RTTUALTSTTC  BEHAVTOR 
TO  INCREASE  TDF.NTTTY  AND  HECRRASK  ANXTETY 

Description  of  rositive  ritualistic  hehavinr- 


Purpose  of  the  positive  ritual: 


Negative  role  and/or  rule  that  is  replaced- 


Negative  role /rule  ^iancrlp  Positive  ritual  triangle 


Time  ritual  Ppacr°H- 


Place  ritual  enacted: 


Person (s) — (if  any)  included  in  the  ritual 


Practice  record  of  positive  ritualistic  heh^H 


o_r: 
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CONSEQUENCES    OF    CHANGE 


197 
SYMBOT.  OF  PQSTTTVE  RITUALISTIC  BEHAVIOR 


APPENDIX  E 
PERSONAL  DATA  FORM 


PERSONAL  DATA  FORM 


i.Tie 


.urrsnt  .-jcrsss 


City:_ State:  Zip: 

Phone  Numbers  -  Hcrr.e :  Work:  

Best  Tir.es  to  Call:  Hone:  Work:  

Aae : Gender:  
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appendix  f 
:haracteristic  checklist 


Characteristic  Checklist 


Please  check  the  characteristics  that  describe  your  feelings 
and  behavior. 


_  approval  seeking 

_  agitated 

.aggressive    (fight-prone) 

. afraid 

_  anxious 

. agreeable 

.anxiety-reliever    for    family 

_  angry 

. attention  seeking 

_ alcohol/drug  abusive 

. adjustable 

. blaming 

. charming 

. conflict  avoiding 

. clown-like 

. controlled 

. creative 

.  cute 

. covertly  angry 

. daydreamer 

. defiant 

.denying  needs  and  feelings 

.dislike  being  vulnerable 

.delinquent  (behavior) 

.distracting  (behavior) 

. in  control 

. involved  in  unlawful  acts 

. isolated 

. inexpressive  of  feelings 

lacking  common  sense 

manipulative 

noisy 


.dislike  admitting  mistakes 

. entertaining 

. family  hero 

. flexible 

. fearful 

. family  manager 

. fragile 

. follower 

. focus  of  family  anger 

. funny 

. guilty 

.having  a  job  that  helps/cares 
for  others 

. helpful 

. humorous 

. helpless 

. hypersensitive 

having  vivid  fantasies 

helped  raise  siblings 

hurt 

hyperactive 


_  having  intimacy  problems 

_  imaginary  friends/pets 

_  immature 

_  inadequate 

_  irresponsible 

_  shy 

_  super  achieving 

_  self-defeating 

_  sexually  active  during  adolescence 

_  solitary 


sullen 

show-offish 


201 


. not  serious 

,  overly  responsible 

passive 

peer-orienteci 

personal  contact  avoiding 

placating 

powerless 

pseudo -mature 

quiet 

rebellious 

rigid 

rejected 

successful 
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.  troublemaker 
. unnoticed 

unsatisfied  with  success 
. unobtrusive 
. uncooperative 
. unopinionated 

very  well-functioning 
. whiny 

worthless 

wound-up 

workoholic 

withdrawn 


APPENDIX  G 
LIFE  SATISFACTION  SCALE 


Life  Satisfaction  Scale 


Please  circle  the  number  representing  your  response  to  each  question. 

1.  How  satisfied  are  you  with  love  relationship (s)  in  your  life? 
Not  At  All  Very 

Satisfied  Satisfied 

123456789       10 

2.  How  satisfied  are  you  with  the  relationship  with  your  mother? 
Not  At  All  Very 

Satisfied  Satisfied 

12345678       9       10 

3.  How  satisfied  are  you  with  the  relationship  with  your  father? 
Not  At  All  Very 

Satisfied  Satisfied 

123456789       10 

4.  How  satisfied  are  you  with  the  relationship (s)  with  friends? 

Not  At  All  Very 

Satisfied  Satisfied 

123456789       10 


How  satisfied  are  you  with  your  school  or  job  performance? 


Not  At  All 
Satisfied 
1      2 


8 


Very 
Satisfied 
9       10 


6.   How  satisfied  are  you  with  your  leisure/play  activity? 

Not  At  All  Very 

Satisfied  Satisfied 

123456789  10 


7.   How  satisfied  are  you  with  hope  for  the  future? 
Not  At  All 
Satisfied 
12       3        4        5       6       7        8 


Very 
Satisfied 
9       10 


8.   How  satisfied  are  you  with  control  over  your  life? 
Not  At  All 
Satisfied 
1234       5678 


Very 
Satisfied 
9       10 


Please  rank  order  from  1  to  8  the  following  areas,  1  indicating  the  most 
important  and  8  the  least  important  area  of  your  life. 


love  relationship (s) 
mother  relationship 
father  relationship 
friend  relationship (s) 


job/school  performance 
leisure  activity (s) 
hope  for  the  future 
control  over  my  life 
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APPENDIX  H 
SELF-EVALUATION  QUESTIONNAIRE 


SELF-EVALUATION      QUESTIONNAIRE 

Developed  by   Charles   D.    Spieiberger 

in  collaboration  with 

15. L.  Gorusucn,  3.  Lusnene,  P.R.  Vaqg,  and  G.A.  Jacobs 

STAI     Form     Y-l 

Name Date S 

Age    Sex:    M F T 

DIRECTIONS:      ft   number  of   stater-ients   which   people 

have  used  to  describe   themselves   are   given   below. 

Read  each  statement  and  then   biacicen   in   the 

appropriate  circle  to  the   right  of  the  statement  ■%,  A 

to   indicate  how  you    feel   eight   now,    that    is,    at  4,  ~^L         ^ 

this  moment.      There  are  no   right  or  wrong  °^  ^         %        "^ 

answers.      Do  no  spend  too  much   time  on  any  one  -?         %         "£i         £■ 

statement   but   give  the  answer  which   seems   to  ^         <j  -f-         * 

describe  your   present    feelings   best.  <i  ~?^         ^L         ^ 

1.  :    feel   cairn ©00© 

2.  :    feel   secure ©        ©        ©        © 

3.  :    am  tense O        0        Q        0 

4.  :   feel  strained O       0      Q      Q 

5.  :    feel   at   ease 0        O        Q       0 

6.  I    feel   upset 0       0       0       0 

7.  I   am  presently  worrying  over   possible  misfortunes Q        Q        Q       (7) 

8.  I    feel   satisfied 0        0        0        0 

9.  I   feel   frightened 0       0       G       0 

10.  I    feel   comfortable 0        0        0        0 

11.  :    feel   self-confident 0        0        0        0 

12.  I    feel   nervous ©        0        0        © 

13.  I   am   jittery 0       0        0       © 

14.  I  feel  indecisive 0   0    0   0 

15.  I  am  relaxed 0   0   0   0 

16.  I  feel  content 0   0    0   © 

17.  I  am  worried 0   0   0   0 

18.  I  feel  confused 0   0    0© 

19.  I  feel  steady 0   0   0   0 

20.  I  feel  pleasant ©000 


Consulting      Psychologists      Press 
577     College     Avenue,      Palo     Alto,      California  94306 
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SELF-EVALUATION       QUESTIONNAIRE 
STAI     Form     Y-l 

Name Date 

DIRECTIONS:   A  numoer  c:~  statements  wnich  people 
have  used  to  describe  themselves  are  given  below. 
Read  eacr.  statement  a.-.d  t.-en  ciacken  in  the 
appropriate  circle  to  t.-.e  right  of  the  statement 

to  indicate  now  you  generally   feel.   There  are  no  -f 

right  or  wrong  answers.  Zo   r.o  spend  too  much  ^j.  "£, 

time  on  any  one  statement  but  give  the  answer  %  ^o  '^a 

which  seems  to  describe  vcj:  cresent  feelings  V>  •%> 

best.  %         %         <3v    \ 

%         %         $  tf. 

21.  I  feei    pleasant O  ©  O  O 

22.  I  feel    nervous   a.-.c    restless Q  Q  Q  Q 

23.  I  feel    satistifed   w:tn   ryself ©  ©  Q  © 

24.  I  wish    :    could  be   as    happy  as   otners   seem  tc   be 0  ©  ©  © 

25.  I  feel    like   a    failure ©  ©  ©  0 

26.  I  feel    rested ©  0  ©  © 

27.  I  am  "calm,  cool,  and  collected" ©  ©  ©  © 

28.  I  feel  that  difficulties  are  piling  up  so  that  I  cannot 

overcome  them ©    ©    ©    © 

29.  I  worrv  too  much  over  sometnino  that  really  doesn't 

l»atter 0    ©    ©    © 

30.  I  am  happy ©  ©  ©  © 

31.  I  have  cisturbing  thoughts ©  ©  ©  © 

32.  I  lack  self-confidence ©  ©  ©  © 

33.  I  feel  secure O  ©  ©  © 

34.  I  make  decisions  easily Q  Q  Q  Q 

35.  I  feel  inadequate O  ©  ©  Q 

36.  I  am  content ©000 

37.  Some  unimportant  thought  runs  through  my  mind  and 

bothers  "* ©   ©   ©   0 

38.  I  take  disappointments  so  keenly  that  I  can't  put  them 

out  of  my  mind ©   ©    ©   O 

39.  I  am  a  steady  person Q    f7\    /T\   /-> 

40.  I  get  in  a  state  of  tension  or  turmoil  as  I  think  over 

my  recent  concerns  and  interests Q    f?)    (7)   (?) 

Copyright  1968,  1977  by  Charles  D.  Spielberger.   Reproduction  of  this  test  or  any 
portion  thereof  by  any  process  without  written  permission  of  the  Publisher  is 
orohibited. 


APPENDIX  I 
PAFSC 
(PERSONAL  AUTHORITY  IN  THE  EAMILY  SYSTEM  QUESTIONNAIRE 

VERSION  C) 


PAFS 

Personal  Authority  in  the 
Family  System  Questionnaire 

Version  C 

BY 

Donald  S.   Williamson,   Ph.D.,   James  H.   Bray,   Ph.D 

David  M.  Harvey,   Ph.D.,  Paul  E.  Malone,  Ph.D. 


The  following  questions  ask  about  your  CURRENT  relationships 
with  your  parents  and  your  most  significant  other  (e.g., 
spouse,  steady  friend,  lover) .   Please  select  the  answers 
which  best  reflect  your  current  relationships  with  these 
people.   There  are  no  right  or  wrong  answers.   Place  your 
answers  on  the  Answer  Sheet  provided.   Do  not  mark  on  the 
Questionnaire.   REMEMBER:   GIVE  THE  ANSWER  THAT  BEST  APPLIES 
TO  YOU. 

If  you  are  currently  not  married  answer  the  questions  below  as 
they  would  apply  to  your  relationship  with  your  most 
important,  current  significant  other  (i.e.,  mate,  steady 
friend,  lover) .   If  you  do  not  have  a  significant  other,  then 
answer  the  questions  as  they  might  apply  to  your  most  likely 
or  most  recent  significant  other. 

If  one  or  both  of  your  parents  are  deceased,  then  answer  the 
questions  about  your  deceased  parent  (s)  in  terms  of  how  you 
remember  or  imagined  your  relationship (s)  to  be. 

PLEASE  ANSWER  ALL  QUESTIONS  AS  BEST  YOU  CAN.   Place  your 
answer  in  the  appropriate  place  on  the  Answer  Sheet. 


§1985  by  James  H.  Bray 
All  Rights  Reserved 
Revision  10/30/85 
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Personal  Authority  in  the  Family  System  Questionnaire 

Version  C 

For  questions  1  to  8  use  the  following  scales  to  rate  the  QUALITY  and 
SATISFACTION  with  the  following  relationships: 

Quality   


12  3  4  5 

excellent         good  fair  poor         very  poor 

Quality  of  your  relationship  with: 

1.  Your  significant  other 

2.  Your  mother 

3.  Your  father 


.Satisfaction 


12  3  4  5 

excellent         good  fair  poor         very  poor 

Satisfaction  with  your  relationship  with: 

4.  Your  significant  other 

5.  Your  mother 
5.  Your  father 

How  satisfied  are  you  with  the  frequency  of  contact  (letter,  phone,  in 
person)  which  you  have  with  your: 

7.  Mother 
3.  Father 

How  often  do  you  feel  you  must  modify  your  behavior  to  meet  your 
parent's  expectations  concerning  your  work,  marriage,  etc.? 


1 

2 

all  the 

most  of 

time 

the  time 

3  4  5 

half  the     occasionally       never 
time 

9.  To  meet  my  mother's  expectations  concerning  my  school/work,  I  feel 
I  must  modify  my  behavior: 

10.  To  meet  my  father's  expectations  concerning  my  school/work,  I  feel 
I  must  modify  my  behavior: 

11.  To  meet  my  mother's  expectations  concerning  my  marriage,  I  feel  I 
must  modify  my  behavior: 

12.  To  meet  my  father's  expectations  concerning  my  marriage,  I  feel  I 
must  modify  my  behavior: 

13.  To  meet  my  mother's  expectations  concerning  my  appearance,  I  feel  I 
must  modify  my  behavior: 

14.  To  meet  my  father's  expectations  concerning  my  appearance,  I  feel  I 
must  modify  my  behavior: 

15.  To  meet  my  mother's  expectations  concerning  my  life  style,  I  feel  I 
must  modify  my  behavior: 

16.  To  meet  my  father's  expectations  concerning  my  life  style,  I  feel  I 
must  modify  my  behavior: 
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Jse  the  following  scale  to  answer  items  17  to  58: 


12  3  4  5 

strongly         agree         neutral        disagree        strongly 
agree  disagree 

17.  I  usually  help  my  parents  understand  me  by  telling  them  how  I 
think,  feel,  and  believe. 

18.  I  sometimes  wonder  how  much  my  parents  really  love  me. 

19.  I  get  together  with  my  mother  from  time  to  time  for  conversation 
and  recreation. 

20.  I  get  together  with  my  father  from  time  to  time  for  conversation 
and  recreation. 

21.  I  often  get  so  emotional  with  my  parents  that  I  cannot  think 
straight. 

22.  I  share  my  true  feelings  with  my  mother  about  the  significant 
events  in  my  life. 

23.  I  share  my  true  feelings  with  my  father  about  the  significant 
events  in  my  life. 

24.  I  worry  that  my  parents  cannot  take  care  of  themselves  when  I  am 
not  around. 

25.  I  can  trust  my  mother  with  things  we  share. 

26.  I  can  trust  my  father  with  things  we  share. 

27.  I  am  fair  in  my  relationships  with  my  mother. 

28.  I  am  fair  in  my  relationships  with  my  father. 

29.  I  am  usually  able  to  disagree  with  my  parents  without  losing  my 
temper. 

30.  My  parents  do  things  that  embarrass  me. 

31.  I  openly  show  tenderness  toward  my  mother. 

32.  I  openly  show  tenderness  toward  my  father. 

33.  My  mother  and  I  have  mutual  respect  for  each  other. 

34.  My  father  and  I  have  mutual  respect  for  each  other. 

35.  I  am  fond  of  my  mother. 

36.  I  am  fond  of  my  father. 

37.  My  parents  say  one  thing  to  me  and  really  mean  another. 

38.  My  father  and  I  are  important  people  in  each  other's  lives. 

39.  My  parents  frequently  try  to  change  some  aspect  of  my  personality. 

40.  My  mother  and  I  are  important  people  in  each  other's  lives. 

41.  My  present  day  problems  would  be  fewer  or  less  severe  if  my  parents 
had  acted  or  behaved  differently. 


212 

Cuestions  42-58  have  to  do  with  your  relationship  with  your  significant 
ether  (mate,  steady  friend,  lover) .   If  you  do  not  have  a  significant 
other,  then  answer  the  questions  as  they  might  apply  to  your  most  likely 
or  most  recent  significant  other. 

1  2  3  4  ~ 5 

strongly         agree         neutral        disagree        strongly 
agree  disagree 

42.  My  sex  life  with  my  significant  other  is  quite  satisfactory. 

43.  My  significant  ether  and  I  have  many  interests  which  we  choose  to 
share. 

44.  My  significant  ether  and  I  frequently  talk,  together  about  the 
significant  events  in  our  lives. 

45.  My  significant  ether  and  I  like  to  get  together  for  conversation 
and  recreation. 

46.  My  significant  other  and  I  can  trust  each  other  with  the  things 
that  we  tell  c.-e  another. 

47.  My  significant  other  and  I  frequently  show  tenderness  with  each 
other. 

48.  My  significant  ether  and  I  are  fair  in  our  relationship  with  each 
other. 

49.  My  significant  ether  and  I  have  mutual  respect  for  each  other. 

50.  My  significant  ether  and  I  are  fond  of  each  other. 

51.  I  am  usually  able  to  disagree  with  my  significant  other  without 
losing  my  temper. 

52.  My  significant  other  is  usually  able  to  disagree  with  me  without 
losing  his/her  temper. 

53.  My  significant  other  worries  that  I  cannot  take  care  of  myself  when 
he/she  is  not  around. 

54.  I  worry  that  my  significant  other  cannot  take  care  of 
himself /herself  when  I  am  not  around. 

55.  I  often  get  so  emotional  with  my  significant  other  than  I  cannot 
think  straight. 

56.  My  significant  other  often  gets  so  emotional  with  me  that  he/she 
cannot  think  straight. 

57.  I  feel  my  significant  other  says  one  thing  to  me  and  really  means 
another. 

58.  My  significant  other  feels  that  I  say  one  thing  to  him/her  and 
really  mean  another. 
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"5e  -r.e  following  scale  tc  answer  questions  59  to  66: 


3  4  5 

"ery  =ften        often       occasionally       rarely  never 

5?.  How  often  do  you  feel  compelled  to  take  sides  when  your  parents 
disagree? 

eO.  When  your  parents  disagree,  how  often  do  you  feel  "caught  in  the 
middle"  between  them? 

el.  It  feels  like  I  cannot  get  emotionally  close  to  my  mother  without 
moving  away  from  my  father. 

rZ.  It  feels  like  I  cannot  get  emotionally  close  to  my  father  without 
moving  away  from  my  mother. 

63.  Children's  problems  (behavior,  school,  physical  illness)  sometimes 
coincide  with  marital  conflict  or  other  stress  in  families.   In 
your  view,  how  often  does  this  happen  in  your  family? 

r4.  How  often  do  your  parents  disagree  about  specific  ways  to  treat  you 
(i.e.,  how  to  discipline  or  how  to  respond  to  requests  for  money  or 
privileges) ? 

ro.  How  often  does  your  mother  intervene  in  a  disagreement  between  you 
and  your  father? 

66.  How  often  does  your  father  intervene  in  a  disagreement  between  you 
and  your  mother. 

Please  indicate  for  questions  67  to  75  your  degree  of  comfort  in 
discussing  the  following  topics  with  your  parents.   Use  the  following 
scale  to  answer  questions  67  to  75: 


1  2  3  4  5 

very        comfortable       neutral      uncomfortable       very 
comfortable  uncomfortable 

67.  How  comfortable  are  your  talking  to  your  mother  and  father  about 
the  private  and  personal  story  of  growing  up  in  his/her  family  of 
origin  and  extended  family  (i.e.,  talking  about  perceptions, 
thoughts,  and  feelings  about  their  relationships  with  father, 
mother,  siblings,  aunts,  uncles,  etc.)? 

66.  How  comfortable  are  you  talking  to  your  mother  and  father  about 
family  secrets  both  real  and  imagined,  and  about  skeletons  in  the 
family  closet? 

69.  How  comfortable  are  you  talking  to  your  father  and  mother  about 
specxfic  mistakes  or  wrong  decisions  which  he/she  made  in  the  past 
and  would  like  to  do  again  differently  (e.g.,  marriage,  marriage 
partner,  occupation,  etc.)? 

70.  How  comfortable  are  you  talking  to  your  opposite-sex  parent  about 
the  fact  that  that  parent  is  no  longer  the  #1  love  in  your  life? 

71.  How  comfortable  are  you  talking  to  your  same-sex  parent  to  declare 
openly  the  ways  in  which  you  are  different  from  that  parent  in  your 
beliefs,  values,  attitudes,  and  behavior? 
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73. 


How  comfortable  are  talking  directly  to  your  father  and  mother  as 
peers  and  equals  to  say  goodbye  to  him  and  her  as  "daddy"  and 
"mommy"  and  goodbye  to  yourself  as  a  dependent  "little  boy"  or 
"little  girl"? 

How  comfortable  are  you  talking  face  to  face  with  your  father  and 
mother  to  make  explicit  with  them  that  you  are  not  responsible  for 
his/her  survival  or  happiness  in  life,  and  that  you  are  not  working 
to  meet  goals  and  achievements  in  life  which  have  been  passed  on 
from  them  (or  prior  generations)  to  you? 

How  comfortable  are  you  talking  to  your  mother  and  father  about 
his/her  sexuality  and  sexual  experience? 

How  comfortable  are  you  talking  to  your  mother  and  father  about 
his/her  approaching  death,  as  to  when,  where,  how,  and  with  what 
attitude  and  feelings  each  of  them  anticipates  this  inevitability? 

Please  indicate  in  questions  76  to  84  whether  you  have  or  have  not 
discussed  the  topics  above  with  your  parents.   Mark  a  1  if  you  have  not 
discussed  the  topic  or  a  2  if  you  have  discussed  the  topic. 
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75. 


1  =  have  not  discussed 


have  discussed 


76.  Topic  in  question  67 

77.  Topic  in  question  68 

78.  Topic  in  question  69 

79.  Topic  in  question  70 

80.  Topic  in  question  71 


81.  Topic  in  question  72 

82.  Topic  in  question  73 

83.  Topic  in  question  74 

84.  Topic  in  Question  75 


215 


Na-e 


Age 


Marital    Status 


ANSWER    SHEET    FOR    THE 
)RI7Y    IN    THE    FAMILY    SYSTEM   QUESTIONNAIRE 


:3. 

:<. 

:s. 

27. 

:8. 

29. 
30. 
31. 
32. 
33. 


SO. 

32. 

S3. 
34. 
35. 


38. 
89. 
90. 
91. 
92. 
93. 
94. 
95. 
96. 
97. 
98. 
99. 


100. 

102. 
103. 
104. 
105. 
106. 
107. 


112. 

113. 

114  . 

115. 

116. 

117. 

118. 

119. 

120. 

121. 

122. 

123. 

124. 

125. 

12  6. 

127. 

128. 

129. 

130. 

131. 

132. 


APPENDIX  J 
RITUAL  PRACTICE  FORM 


Ritual  Practice  "orm 
lease  circle  the  number  reDresentinq  vour  resoonse  to  each 


Hew  likely  are  you  to  practice  the  ritual  developed  in  the 
?R37  group? 

N"~t  Lively  Very  Likely 

123-456789       10 

How  likely  are  you  to  adapi  the  ritual  developed  in  the  PRBT 
group  to  different  situations? 

S*3t   Likely  Very   Likely 

1-3456789  10 

Hew  likely  are  you  to  develop  one  or  more  positive  rituals 
ether  than  the  ritual  developed  in  the  PRBT  group? 

>C3t    Likeiy  Very   Likely 

123456789  10 

How    likely   are    you   to   practice   one    or   more   positive    rituals 
ether  than   the    ritual    developed   in   the   PRBT   group? 

Sot   Likely  Very   Likely 

-23456789  10 

Hew  likely  are  you  to  adapt  one  or  more  positive  rituals, 
ether  than  the  ritual  developed  in  the  PRBT  croup,  to 
different  situations? 

Sot  Likely  Very  Likeiy 


2 


9      10 
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APPENDIX  K 
REFERENCE  CITATIONS  FOR  DESCRIPTIVE  ROLE  CHARACTERISTICS  OF 

ACOAS 


Reference  Citations  for  Descriptive  Role  Characteristics  of 

ACOAs 


Key:      A — Black,  1979 

B — Booz-Allen  &  Hamilton,  1974 

C — Deutsch,  1982 

D — Finley,  1983 

E — Lawson,  Peterson,  &  Lawson,  1983 

F — Satir,  1976 

E — Wegscheider,    1981 


HERO-RESPONSIBLE  CHILD      ROLE 

Characteristics  Cited    In 

A  B         C         D         E         F         G 

Approval  seeking  *    * 

Controlled  *           * 

Covertly  angry                   *  * 

Difficulty  admitting  mistakes  *    * 

Family  hero  *               * 

Family  manager                  *  *    * 

Feels  inadequate  *           * 


* 


Guilty  * 

Helpful  *          * 

Human  service  professional  *              * 

In  control  *       * 

Independent  *       *    * 

Intolerant  of  vulnerability  *       * 

Oldest  *    *    *              * 

Parent-like  child  as  child  *    *    *       * 

Pseudo-maturity  *        * 

Rigid  *       * 

Successful  *    *           * 

Super-achiever  *       *       * 

Super-responsible  *       *           *    * 

Tend  to  marry  alcholics  *           *    * 

Unable  to  express  feelings  *    * 
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HERO-RESPONSIBLE   CHILD  ROLE   -   cont ' 

icteric tea  cited  m 

A  B    C    D    E    F    G 

Unable  to  relax,  play  or          *  * 
have  fun 

Unsatisfied  with  successes  *              * 

Unusually  well-functioning  *    *           * 

Workohoiic  *               * 


LOST   CHILD   ROLE 

Characteristics  Cited  in 

A    B    C    D    E    F    G 

Adjuster  * 

Afraid  *              * 

Agreeable  *              * 

Alone  *    *           * 

Avoids  conflict  *           *       * 

Avoids  personal  contact  *               * 

Creative  *    * 

Daydreams  *       * 

Denys  needs  and  feelings  *                      * 

Enjoys  solitary  activities  *  * 

i.e.,  art,  TV 

Flexible  * 

Follower  * 

Gender  identity  conflicts  *              * 

Helpless  x           * 

Hides  *    *              * 

Imaginary  friends,  pets                          *        * 

Independent  *              * 

Intimacy  problems  *              * 

Isolated  *       * 

Lonely  *       ft 

Passive  *             A 

Powerless  * 
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LOST   CHILD  ROLE   -   cont ' 

:har5cteristics  Cited  Ir. 

A   B    C  D    S    F    G 

Quiet  *  * 

Shy  *  * 

Solitary  *  *           * 

Unnoticed  *  * 

Unobtrusive  *  * 

Unopinionated  *  * 

Vivid  fantasies  *  * 

Worthless  *    * 

Withdrawn   emotionally                                      *        *  *  * 
and   socially 

MASCOT      ROLE 

Characteristics  Cited  In 

A    B    C  D    E    F    G 

Agitated  *  * 

Alone  *  * 

Anxious  *  * 

Anxiety-relief  for  family  *  * 

Center  of  attention  *  * 

Charming  *  * 

Clown  *  * 

Cute  *  * 

Dependent  * 

Distracting  *  * 

Entertaining  *  * 

Fearful  *  * 

Fragile  *  *           * 

Funny  *  * 

Humorous  *  * 

Hyperactive  *  *           * 

Hypersensitive                  *  * 

Immature  *  * 
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MASCOT   ROLE   -   cont ' 


Characterisr.j  cs 

Inadequate 
Indirect 
Irrelevant 
Joker,  jester 
Little  common  sense 
Lonely- 
Manipulative 
Noisy 

Not  serious 
Placater 
Show-off 
Unimportant 
Whiny 
Wound-up 
Youngest 


Cited  In 

B    C    D    E 


SCAPEGOAT   ROLE 


Characteristics 

Alcohol/drug  abuse 

Acts  out 

Angry 

Aggressive,  fight  prone 

Born  loser 

Blamer 

Defiant 

Delinquent  behavior 

Early  sexual  activity 

Focus  of  family  anger  and 
disappointment 

Hurt 
Irresponsible 


Cited  In 

C    D    E 


* 

* 
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SCAPEGOAT   ROLE   -   cont  ' 

Characteristics 


Cited    Tn 

CDS 

F 

G 

* 

* 

* 

X 

* 

X 

Peer-oriented 

Problems  in  school 

Rebellious  * 

Rejected  *    *       * 

Rule-breaker  *  * 

Run-away  from  home  *       *       * 

Sabotages  self-success  *  * 

Sullen  *  * 

Trouble-maker  *        *       * 

Uncooperative  *    * 

Violates  the  law  *       * 


APPENDIX    L 
SAT-SCALE 


SAT-SCALE 


«v 


1. 

2 

3 

4 

5 

& 

7. 

8. 


-ttftSJb^ 
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